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ABSTRACT
This review considers Fonagy et a/.'s (2000) theory that an inhibition of mentalizing 
capacity, through dysfunctional attachment relationships, is key to the aetiology of 
Borderline Personality Disorder (BPD). After reflecting on the conceptual 
background of mentalization and BPD, I consider the account of normal 
development of mentalizing and consider how this may be inhibited through badly 
attuned caregiving and abusive experiences.
There are many links between the symptoms of BPD and an inhibition of mentalizing 
capacity, which give support for its implication in the aetiology of the condition. 
There are questions over whether the theory fully explains the clinical features of 
BPD, and concerns are raised about whether there is sufficient empirical support. 
However, the theory serves to move in the direction of theoretical coherence in the 
understanding of BPD, and focus on mentalization opens up a useful area for 
research more generally.
INTRODUCTION
Borderline Personality Disorder (BPD) is characterised by a complex set of 
difficulties. The diagnostic criteria cover a range of areas of functioning which 
encompass much that is integral to the everyday life of the individual. There have 
been many attempts to clarify links between various features of the condition and the 
aetiology which may underlie it. However, it seems that very few researchers or 
theorists have put forward a coherent account of its development that attempts to 
explain its many and varied clinical features.
Consideration of a developmental account of BPD calls into question the diagnosis 
itself, which has been controversial from the outset. Does putting forward an 
explanation of the symptoms together assume the validity of the diagnosis? Does the 
term 'Borderline Personality Disorder' describe an illness that exists, or is it a concept
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created to try to bring coherence to a seemingly incoherent set of symptoms? 
Although this question is not central to this review, I think it must be borne in mind 
when considering a developmental account of BPD.
It seems to me that an account of the aetiology of BPD must explain features which 
are present in a majority of those diagnosed, rather than commenting on the validity 
of the concept. Skodol and colleagues (Skodol et a l, 2002) acknowledged the 
difficulty in conducting research on BPD when there are 151 possible combinations 
of the diagnostic criteria, with the chance that two individuals with the diagnosis 
might share just one of the nine key criteria. They concluded, after reviewing the 
literature, that the core phenotype of BPD consists of “affective dysregulation, 
behavioral dyscontrol, and disturbed interpersonal relatedness” (Skodol et a l, 2002, 
p946). For the purposes of this review, I will refer to BPD as though it is a 
universally accepted diagnosis.
THE AETIOLOGY OF BPD
The diagnostic criteria vary a little between the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV, American Psychological Association, 1994) and the 
International Classification of Disease (ICD-10, World Health Organization, 1992), 
but broadly both describe problems in interpersonal functioning, difficulties in 
regulating and tolerating affect, impulsivity, self-harming or suicidal behaviour, a 
fragile sense of identity, and strong feelings of abandonment and emptiness. The term 
'borderline' originally implied that the diagnosis represented the borderline between 
psychotic and neurotic illness. However, more recent research (see Bateman and 
Fonagy, 2004, chapter 1, for a review) into the aetiology of the condition suggest that 
there are complex and interacting influences. For example, there are strong links to 
early separation or losses, family disruption or dysfunction, abuse or neglect, 
psychopathology in the family and other genetic predispositions.
Although there seems to be a fair breadth of literature considering what childhood
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events are linked with a diagnosis of BPD, there appear to be relatively few attempts 
to explain the mechanism by which these events contribute to deficits in functioning 
that are encountered in BPD. Given strong links with early experience, it seems to 
make some intuitive sense to look for a developmental account of the 
symptomatology of BPD. This is what has been attempted by Peter Fonagy and 
colleagues (e.g. Fonagy et al., 2000).
They have implicated problems in mentalizing as being central to borderline 
pathology, and have considered in depth the mechanism behind this. The 
development of mentalizing is described in terms of gaining both an understanding 
of one's own mind and the minds of others, and a capacity to interact with others in a 
meaningful and constructive way. They consider how the development of this 
capacity may be inhibited by caregiving which does not adequately reflect the child's 
emotional or intentional state, or may be suppressed due to an inability to tolerate 
mentalizing about traumatic experiences. This review hopes to consider whether an 
inhibition of mentalization provides a coherent explanation of the features of BPD, 
and to what extent this constitutes a clinically relevant contribution to the literature.
Why question the aetiology?
The question considered in this review formed out of my own interest in Borderline 
Personality Disorder, developed through my previous work, and the sense I have that 
many professionals working in mental health often feel at a loss to connect with 
clients with this diagnosis. It seems important therefore to consider what underlies 
borderline pathology and whether we can learn anything from this that would apply 
to everyday practice in mental health teams, as well as in specific therapeutic 
interventions. This could usefully be combined with a review of service user and 
carer experience as it relates to the diagnosis, to consider best practice in working in 
a holistic way.
Current guidance (National Institute of Health and Clinical Excellence (NICE),
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2009) on the treatment and management of BPD focuses on access to services, 
autonomy and choice in treatment, risk management, and developing an optimistic 
and trusting relationship. There is comparatively little guidance on what form any 
psychological intervention should take, but there is emphasis on the need for “an 
explicit and integrated theoretical approach used by both the treatment team and the 
therapist, which is shared with the service user” (NICE, 2009, plO). In my 
experience, this shared theoretical approach is often lacking, to the detriment of the 
care received. It may also impact on the ability of the professionals involved to 
provide consistency of care, or to access appropriate support themselves.
As regards mentalization, I had no previous knowledge of the concept and so I 
approached it with an open mind. However, I soon discovered that it is based on 
psychoanalytic theory and developmental psychology, which places it within a 
certain context for me as an individual. In particular, I am aware that my knowledge 
of psychoanalytic theory is relatively scant and so I was conscious of the need to be 
aware of any assumptions I might be making. I believe consideration of this context 
is important, as it will inevitably have an impact on my take on the theory and 
research in this area.
My method of searching for literature on this topic was affected by my relative lack 
of knowledge about mentalization, so I started by searching for articles on Psychlnfo 
using the search terms 'mentalization' and 'borderline personality disorder'. From 
there, I searched for and referred to relevant sources that were referenced in the 
initial articles and books I found.
MENTALIZATION 
What is mentalization?
Before I can consider the link between mentalization and BPD, it is important to lay 
out what I understand by the term 'mentalization'. The word has been used
8 Academic Dossier
incidentally in a range of contexts over the last forty years or so (see Allen, 2006, for 
a good review), and has more recently been adopted by psychoanalytic theorists to 
encapsulate a key element of how we understand ourselves and others. Fonagy et al. 
(2000) described mentalization as “the understanding of one's own as well as others' 
behavior in mental state terms” (p. 108). This was based on the philosophical work of 
Dennett (1987), who suggests that we “attribute those beliefs the system ought to 
have’' (p.20) assuming that the system acts rationally. He described this as a key 
means of understanding and predicting the behaviour of those around us.
Fonagy et a l later describe mentalizing capacity as part of a more complex system, 
the 'Interpersonal Interpretive Mechanism', or IIM, which comprises “stress 
regulation, the establishment of attentional mechanisms and the development of 
mentalizing capacities” (Fonagy et a l, 2003, p.417). They contend that the 
development of these functions is dependent upon early attachment relationships, 
something which I will consider in more depth later in the review.
The concept of mentalization seems to overlap with other concepts in frequent use in 
psychology, including mindfulness, empathy, psychological-mindedness, and theory 
of mind. Choi-Kain and Gunderson (2008) have conducted an informative review 
into the concept, its application to BPD and its assessment. They work from the 
standpoint that the concept appears to be almost all-encompassing and so, through 
consideration of its different dimensions, they are more able to review it 
meaningfully.
They identify three dimensions of the content and process of mentalization: “the first 
related to two modes of functioning (i.e., implicit and explicit), the second related to 
two objects (i.e., self and other), and the third related to two aspects (i.e. cognitive 
and affective)” (Choi-Kain & Gunderson, 2008, p. 1128). A consideration of these 
dimensions helps us to reflect upon how inhibition of mentalizing capacity might 
give rise to individual symptoms of BPD, enabling us to consider whether it can give 
a robust account of borderline pathology. Choi-Kain and Gunderson also point out
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that this framework helps us to formalize the conceptual overlaps and give a sense of 
how it might be possible to measure mentalizing capacity, through measurement of 
those concepts that do overlap.
It seems to me that despite attempts to explicate the concept of mentalization, there 
remains some blurring of the concept with others, and even within the literature by 
the main proponents of the theory there is not always clarity. They have also 
introduced other terms, perhaps to delineate more clearly their respective meanings. 
For example, mentalized affectivity is conceptually similar to affect consciousness 
and refers to the identification, modulation and expression of affect (Fonagy et a l, 
2002). Reflective Function (RF) describes mentalization “when this capacity is 
operationalized within the context of attachment relationships” (Sharp & Fonagy, 
2008) and is measured with an assessment instrument which is scored from the Adult 
Attachment Interview (AAI). In some respects, these terms help to give clarity, but it 
seems there is a tendency for other authors to use these and other terms 
interchangeably where this is not always appropriate.
The development of mentalization through attachment
To understand how Fonagy and colleagues (Fonagy et a l, 2000) arrived at their 
developmental account of the pathology of BPD, it is important to consider how they 
explain the acquisition of mentalization in 'normal' development. Their account is 
based on a key assumption, that introspective access to one's own mental states is not 
innately given, but is a “hard-won developmental acquisition” (Fonagy et a l, 2002). 
This therefore goes against what has more commonly been seen as the basis for a 
development of self, and clarifies that the development of mentalization is crucial for 
a stable self-concept as well as the ability to conceive of the subjectivity of oneself 
and others. I therefore now consider the normal development through attachment of a 
sense of self as an 'agent', an understanding which is key to our ability to interact 
with the world and the people around us.
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Five stages of development of the agency of the self are laid out m Affect Regulation, 
mentalization, and the development o f the se/f (Fonagy et a l, 2002) which was a key 
text in bringing together the different theory and evidence in the implication of 
mentalization in BPD. This consideration of the stages through which infants must 
progress to attain a mentalistic understanding of themselves and the world is based 
on a range of evidence and theory, including philosophy of mind, and a considerable 
body of work from developmental psychology.
The five stages of development of agency are physical, social, teleological, 
intentional and representational. The physical and social stages are those in which the 
infant becomes aware that he has agency over objects, then people, in the world 
around him. It is proposed that progression through these stages is mediated by the 
contingency detection module (Gergely & Watson, 1999, cited by Fonagy et a l, 
2002). This is based on evidence that infants are highly attuned, first, to perfectly 
contingent relations, then to highly contingent relations, as they switch focus from 
the self to others. The infant then progresses to the teleological stage, in which he 
understands his agency in terms of physical outcomes. In this stage, he represents his 
own and others' actions in terms of their concrete and visible outcomes.
The intentional stance then shows a significant development to a level where the 
child is able to appreciate agency in terms of the intentional mental states which 
underlie it. So in addition to being able to understand goal-directed action, he is able 
to recognise that both the precursor to, and the outcome of, such an action may be a 
mental state. At this stage, Fonagy and Target (1997) speculate that there are two 
ways of experiencing the self and the world: 'psychic equivalence' and 'pretend 
mode'. In psychic equivalence, the child cannot separate his own internal world from 
the world around him. As such, his mental states do not represent reality, but 'are' 
reality, and he may be likely to distort his own experience to match information he 
receives from the outside world. It seems that in this mode, he is likely to experience 
his own thoughts as scary, and the world as rather overwhelming, particularly when 
in a highly affective state. The alternative to this is pretend mode, in which the child
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experiences a complete dissociation from the real world, so that his own mental state 
is separate from, and has no consequences for the world around him.
At the last stage, the representational stage, the child can understand that an 
individual's intentional mental state, e.g. a belief, is their subjective representative of 
the state of the world. This is seen as a successful integration of psychic equivalence 
and pretend modes, and shows a distinction between the mental world and the real 
world -  that these can differ from each other, and between individuals. This 
development of mentalization gives an understanding of interpersonal subjectivity. 
This is seen as an important level of understanding, particularly for interpersonal 
interaction, but one that even as adults we can all slip back from in moments of 
extreme stress or emotion.
For successful and adaptive progression through these stages, the attachment 
relationship with the caregiver is seen as instrumental. In particular, the integration of 
psychic equivalence and pretend modes to gain a mentalistic understanding is a 
complex process which requires attuned and responsive behaviour from the 
caregiver. The development of mentalization requires contingent, 'marked' affect 
mirroring for its development (Fonagy et a l, 2002). This theory of social 
biofeedback means that the caregiver must be attuned to the infant's mental state and 
respond in a way which represents this mental state for the child, whilst marking that 
it is the infant's mental state that is represented, rather than the caregiver's. This 
enables the infant to develop a second-order representation of its own affective or 
intentional states, paving the way for developing an understanding of the mental 
states of others.
MENTALIZATION AND BPD
The theory of the link between mentalization and BPD (Fonagy et a l, 2003) suggests 
that the features of BPD can be explained by a weakened capacity to mentalize,
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mediated by problems in the attachment relationship. It does not suggest that those 
individuals with a diagnosis of BPD cannot mentalize, but that under certain 
circumstances, this capacity might be compromised, causing them to fall back on 
other ways of understanding themselves and the world around them. We will now 
consider the theory of the dysfunctional development of mentalization and how this 
helps to explain the symptomatology of BPD.
Dysfunctional development of mentalization
Fonagy et a l (2000) theorized that if the caregiver does not provide a secure base 
from which the infant can learn to self-regulate and to interact with others, there may 
be consequences for the stability of their self-representation and their functioning in 
interpersonal relationships. Fonagy et a l (2003) justify the relevance of the 
attachment perspective in terms of the evidence that individuals with BPD are 
typically insecurely attached, with studies of adults with BPD showing that the 
'preoccupied' classification is most common (Fonagy et a l, 1996).
They describe three functions of attachment in the development of mentalization. 
Firstly, they suggest that it is important for the caregiver to represent the infant as an 
intentional being, so that the child is able to find himself in the other's representation, 
as a mentalizing individual. They therefore suggest that “reflective capacity is a 
transgenerational acquisition” (p. 109) as the more able the caregiver is to mentalize, 
the more likely she is to engender the development of mentalization.
However, if the caregiver's mirroring is either incongruent or unmarked, the child's 
ability to learn to identify and modulate affective states may be inhibited. This 
dysfunctional mirroring from the caregiver may also serve to introduce 
representations in the infant's mind which are indicative not of their own mental 
state, but of that of the caregiver. These representations may then be integrated as an 
'alien self, which has implications for the individual's later developing sense of self 
(Fonagy et a l, 2003). The suggestion is that this 'alien self will disrupt the coherence
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of an individuals' sense of self, resulting in a coping mechanism of projection of 
these feelings onto others around them.
Secondly, the caregiver must present a 'safe' environment for the infant to explore his 
own mind and the minds of others. Fonagy et a l (2000) suggest that a securely 
attached infant feels safe in attributing the mental states of his caregiver, whilst the 
disorganized infant may be “hypervigilant of the caregiver's behavior” (p. 109) and 
consequently be able to mentalize, but unable to use this ability to effectively 
develop a stable sense of self, or attribute others' intentional states accurately. As 
there is evidence to show that adults with BPD are more likely to show an unresolved 
(analogous to disorganized in infancy) pattern of attachment (Agrawal et al., 2004), 
consideration of the effect of this unstable or ineffective mentalizing in later 
behaviour may be instructive.
Thirdly, in order for the child to progress from the psychic equivalent and pretend 
modes to a representational, mentalizing stance, the caregiver must be able to take a 
'playful' attitude. This is seen as key to the infant's developing understanding of the 
difference between their own internal world, and the world around them (Fonagy et 
al., 2003). If the caregiver lacks the ability to be playful with the child, they may fail 
to develop a sense that one's own internal experience does not necessarily reflect 
reality, but that one's actions always have an impact on the world around us. It may 
be that for those people with BPD who have experienced abuse, this lack of 
playfulness is more marked, further impeding the development of mentalization. In 
addition, abusive experiences may cause the individual to suppress whatever 
mentalizing capacity they do have, because conceiving of the mental state in another 
that leads them to carry out abuse may be overwhelming.
So, it is postulated that mentalization in people with Borderline Personality Disorder 
is fragile due to dysfunctional interactions with the caregiver, sometimes exacerbated 
by abuse. Through these problems in attachment relationships, people with BPD may 
have a distorted or fragile sense of self, hypervigilance to others' behaviour, without
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a sound basis on which to interpret their mental state, and difficulty integrating the 
psychic equivalence and pretend modes of functioning to form effective 
mentalization.
Links with borderline symptomatology
We must now consider how this theory moves towards explaining the 
symptomatology of BPD. Fonagy et a l (2000) give a review of some of the links 
between model and symptoms, but oddly, although there is a great deal of literature 
elaborating on the inhibition of mentalization in BPD, there is a lack of explicit 
reference to these links. The theory explains symptoms of identity disturbance 
through a fragility in sense of self from incongruent mirroring, as well as through the 
idea of the development of an 'alien self. They also contend that this experience of 
the 'alien self’ results in splitting and projective identification to cope with the 
unstable sense of self. This in turn makes them more likely to experience 
abandonment, as they project intentions onto others that they do not really have, 
resulting in misunderstanding. This may link in with the idealization or denigration 
of others that is associated with BPD.
Affective instability and problems with anger are also explained fairly directly by a 
lack of congruent mirroring by the caregiver, impacting on the ability to develop 
second order representations, and to identify, modulate and express affect. This could 
also link in to symptoms of impulsivity as they struggle to cope with overwhelming 
affect. The theory also suggests that impulsivity may represent a regression to the 
teleological stage of understanding as concrete actions are more readily understood 
than mental states.
Fonagy et a l link self-harming and suicidal behaviour to the idea that individuals 
with only a fragile ability to mentalize will be likely to fall back on other modes of 
understanding the world when under stress or when the attachment system is 
activated. Therefore self-harm may be interpreted as a reflection of functioning in the
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teleological stance, while suicidality may occur when mental states are experienced 
as overwhelmingly real in psychic equivalence mode. A more psychoanalytic 
interpretation is that either self-harm or suicidality may be attempts to eradicate the 
“alien part of the self unconsciously imagined to be part of their body” (Bateman & 
Fonagy, 2004, p. 100).
Possible dissociative or quasi-psychotic symptoms may be seen as a re-emergence of 
the pretend mode of functioning. Feelings of emptiness are also linked with this, as 
well as with a lack of understanding of others' minds creating a sense of isolation 
(Fonagy et a l , 2000).
One could also consider the high incidence of co-morbidity of BPD with substance 
abuse as being related to the fact that in psychic equivalence, mental states feel too 
overwhelming and real, so use of substances to escape from this makes some 
intuitive sense. This resonates for me with discussions I have had with individuals 
with this dual diagnosis, who often describe substance abuse as the only way of 
'getting away from' overwhelming affect and upsetting thoughts or flashbacks.
In considering the theoretical basis of the problems in the development of 
mentalization through dysfunctional attachment, I have chosen to review only those 
aspects which seem most salient to the consideration of borderline symptomatology. 
For example, in the scope of this review it is not possible to consider the 
neurobiological pathways that are referred to to account for the interaction between 
mentalization and attachment, as this would necessitate a much more in-depth 
appraisal. I am also unable to do justice to a consideration of the interaction between 
dysfunction of mentalizing and those other aspects of the Interpersonal Interpretive 
Mechanism (IIM) which are also suggested to be inhibited. Perhaps this omission is 
also due, in part, to the fact that the other aspects of the IIM seem to be minimized, 
with the emphasis being placed on mentalization alone.
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DISCUSSION
It seems to me that a strength of the theory put forward by Fonagy and colleagues is 
the fact that it makes intuitive sense. The key points on which the theory is based are 
relatively easy to assimilate, but the wealth of evidence on which they are based 
makes it more difficult to consider the validity of their conclusions, particularly 
within the constraints of this review. However, there are some queries which I 
believe can usefully be raised from the current consideration of this theory.
One aspect of the model that concerns me is that there is a sense that the authors 
came up with a theoretical interpretation of some of the clinical features of BPD, and 
thereafter fitted available evidence around their model. This rather top-down 
approach leaves me wondering if there are other, better, interpretations of the 
evidence, or whether perhaps there is evidence that does not support their theory.
A discussion by Lansky (2003) usefully queries whether Fonagy et a/.'s (2003) focus 
on the parent-infant dyad is considered to the exclusion of familial influences or the 
effect of changes of caregiver. This raises the important question of what Fonagy and 
colleagues do not discuss, in addition to questioning the evidence they do draw on. 
Lansky raises a concern about Fonagy's “style of evidence adduction” (Lansky, 2003, 
p. 471) which I agree with, which suggests that it is difficult at times to follow the 
gist of his arguments, or to ascertain whether evidence he draws on really supports 
what he is saying.
One aspect of the theory which seems to be lacking in empirical support is the 
suggestion of psychic equivalence and pretend modes of functioning. Whilst these 
appear to link in well to the symptomatology, there seems to be relatively little 
evidence to support this interpretation of what happens when an individual is unable 
to take a mentalistic stance. However, it may be that this is comparatively 
unimportant, as the overall theory goes a long way towards providing a coherent 
account of the clinical features of BPD.
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There are some issues in the measurement of mentalization, due to the fact that it is 
dynamic in nature. It changes according to the mental state of the individual as well 
as the interpersonal context. Interestingly, the overlap of the concept of mentalization 
with other concepts, whilst in some ways unhelpful, can also provide utility in that 
the measurement of other concepts may be easier than the measurement of 
mentalization itself. Skodol et a/.'s review (2002) highlights the use of this, and 
queries the validity of RF in measuring mentalization, due to the variability of 
mentalization between different contexts. RF purports to measure mentalization in 
attachment contexts, but both its application through the AAI (which takes a 
considerable time) and the difficulty of measuring at a time when mentalization 
might be considered likely to break down, affect its utility.
Unfortunately, it has not been possible to consider treatment models for BPD, or to 
look at the efficacy of Mentalization Based Treatment (MBT). However, it is worth 
mentioning that initial studies into the effectiveness of MBT have suggested that this 
approach is very much worth pursuing. A randomized controlled trial (RCT) into the 
effectiveness of MBT compared to structured clinical management (Bateman & 
Fonagy, 2009) has shown good outcomes, and this in itself backs up the relevance of 
mentalization in the aetiology of BPD. Unfortunately, the study failed to incorporate 
any measure of mentalization, so there are still potential questions about the 
mechanism of change.
Another limitation that Bateman and Fonagy acknowledge is a lack of consideration 
of diversity issues in their work in manualizing MBT, as they state: “we have not 
tackled the issues of ethnicity, class, and gender as factors influencing treatment” 
(Bateman & Fonagy, 2004, Introduction, p.xxiii). It must also be considered that this 
whole review of mentalization and BPD has been considered from a modern Western 
perspective, which is even more important given that the diagnosis of personality 
disorders consider behaviour and experience as compared to the individual's culture.
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CONCLUSION
In considering the role of mentalization in the development of Borderline Personality 
Disorder, Fonagy and colleagues have made a considerable addition to the literature. 
Despite its limitations, the attempt to give a coherent model of a key deficit in BPD 
serves to bring together a range of evidence and promotes integration of empirical 
work from various backgrounds. I do not believe that inhibition of mentalization 
entirely explains the clinical features of BPD, but the discussion brings prominence 
to a concept which has been around for some time, and brings a new perspective to 
the arena of psychological therapy more generally.
Fonagy has taken a step away from his psychoanalytic roots to consider the impact of 
more traditional psychotherapies on those diagnosed with BPD, and to give credence 
to a therapeutic approach which integrates the developing understanding of 
mentalization with long-standing psychoanalytic theory. There is a wider context 
which has also been highlighted here, as he reminds psychologists and therapists in 
general of the need to consider the potential impact of intervention which is intended 
to be therapeutic, and he brings to the fore the reality of iatrogenic harm (Fonagy & 
Bateman, 2006).
Mentalization is certainly a burgeoning area of research, but it will need further work 
on the measurement of this capacity, and techniques by which it can be promoted in 
therapy, before evidence can be drawn together. The focus on mentalization as a 
crucial aspect of a good therapeutic relationship is also particularly interesting in the 
context of a greater emphasis on the views and experience of service users. If  all 
therapy for BPD would benefit from the provision of a secure base from which to 
explore and effect change, and to promote mentalizing, it is somewhat worrying that 
“those living with the illness contend that the diagnosis and its current criteria are not 
as problematic as the prejudice of providers” (Nehls, 1999). Therefore, it may well 
be a challenge for therapists, and indeed anyone working in a therapeutic capacity
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with people with BPD, to work to overcome prejudice and stigma, and promote an 
environment which is conducive to the development of mentalizing. However, in 
focusing on mentalization as a potential stumbling block, but also a potential 
mechanism of change in any form of therapy, this area of research opens up a much- 
needed debate.
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WHAT IS LEADERSHIP?
Leadership is a somewhat elusive concept; which, at once, we feel we instinctively 
recognise and yet struggle to define. The concept exists in many different domains 
and areas of working life as well as in different groups and cultures. What leadership 
involves, its style and content will certainly vary according to the context, but I 
believe that in order to effectively consider a clinical leadership position, we must 
first define leadership in general.
Leadership is defined in the Oxford English Dictionary as “the action of leading a 
group of people or an organization, or the ability to do this” but this gives us little 
insight into what it looks like, or what it is to lead. In fact there are many definitions 
of leadership, depending on the context, and these have evolved over time, but it is 
generally assumed that “leadership involves an influence process whereby intentional 
influence is exerted by the leader on the followers” (Takala, 1998, p.786). Takala's 
paper highlights the progression of leadership theories from focusing on the 
individual personality of the leader, with leaders seen as heroic, through paying 
attention to the context, with ideas such Fiedler's “contingency model of leadership”. 
He suggests that theories now include “all the old elements...but in a very “scattered” 
way” (p.787). There is not the scope in this discussion to look into general leadership 
theories in any more depth, but it may be useful to consider the differences between 
management and leadership before going on to discuss clinical leadership.
In everyday language and even in the research literature, leadership and management 
are terms which are commonly conflated, whilst they actually represent distinct 
constructs. Takala (1998) mentions this distinction, with management being about 
getting things done, and leadership about influencing others in a common cause. 
Stanley (2006b) reviewed these roles and described each as counterproductive to the 
other as they have different motivations, processes and goals. Leadership is a quality 
which can be displayed by anyone, irrespective of their hierarchical position, whilst 
management is, in part, defined by its hierarchical position. Whilst managers seek to
27 Academic Dossier
create stability, avoid conflict and risk, and direct operations, leaders seek change 
and innovation, work with conflict, take risks and inspire others to follow. Managers 
and leaders typically exhibit different styles or approaches in their roles, with 
managers being more likely to have a transactional style and leaders being more 
congruent or transformational in their style (Stanley, 2006b). He concludes that the 
distinction is an important one,which is often lost in the workplace, where indeed the 
two roles have often been purposely combined, creating conflict for the individual 
required to fulfil these diverging roles.
WHAT IS CLINICAL LEADERSHIP?
Clinical leadership is another construct which takes some defining and there is even 
debate over its very existence (Edmonstone, 2009). Interestingly, the literature on 
clinical leadership is almost totally lacking in input from clinical psychology. What 
literature does exist comes predominantly from the nursing literature, as nurses 
sought to make sense of the changing demands of the NHS, as management roles 
were combined with clinical roles. In addition, clinical leadership is discussed in 
policy documents and frameworks that have been drawn up to direct and develop 
clinical leadership. However as clinical leadership is a broad concept which includes 
all health professions, there must be scope for other professionals within the NHS to 
contribute to this. It was not possible to do a comprehensive literature review, so I 
have chosen to discuss the models and approaches that I found most helpful in 
considering the usefulness of clinical leadership.
It seems meaningless to consider clinical leadership without putting it in the context 
of the wider NHS. Leadership is very much dependent on the context and the NHS 
presents a unique set of circumstances. The NHS can be seen as a “disconnected 
hierarchy” (Edmonstone, 2009, p.290) as it consists of managers who contribute to 
the upper levels of the hierarchy and clinicians who form the lower levels of this 
hierarchy. Consequently, the NHS must be seen as a pluralist organisation 
(Edmonstone, 2009), with different sources of power evident at different levels.
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Clinicians are responsible for everyday decision-making due to their professional 
clinical training. However, managers hold power in other areas, around budgets, 
targets and organisational structure.
This sharing of power across different aspects of the organisation seems to me to 
mean that there are different goals across the levels of the hierarchy. While leaders 
may be expected to be people who promote and work towards the wider aims of the 
organisation, in the NHS I think it is unlikely that clinical leaders will naturally work 
towards the same goals as their managers because their primary role is to hold 
individual clients in mind and promote their recovery, to consider the colleagues 
alongside them in the team and to make decisions based on their clinical training and 
experience. Clinical leadership is vital in the NHS to uphold clinical quality, safety 
and the quality of patients' experience, and its central importance has been 
recognised quite explicitly in Lord Darzi's review (Darzi, 2008). There must 
therefore be much more of a conscious effort to enable clinicians to bear in the mind 
the aims of the wider organisation, but also for managers to understand the individual 
clinicians' goals. I will return to this issue and discuss the usefulness of clinical 
leadership below.
What type of leadership characterises clinical leadership?
There is some debate about the type of leadership which characterises clinical 
leaders, compared to managers and leaders in other organisations. The style of 
managers is often termed 'transactional', and focuses on achieving the aims of the 
organisation by managing people to get specific tasks done. The leadership style that 
characterises clinical leaders has been described in different ways in different 
literature. One interesting debate is between 'transformational' and 'congruent' 
leadership.
When Stanley (2006a) investigated what constituted clinical leadership, he found 
through applying a grounded theory approach that, although there was much in
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common with transformational leadership, creativity and vision were not seen by 
clinicians as definitive characteristics of clinical leaders. This is something which I 
feel fits with my impression of the clinical context and what it means to lead. I think 
big inspirational visionary ideas are less important, whilst the day-to-day values, 
principles and actions are pivotal in bringing leadership to a clinical context. Good 
clinical leaders may not even be aware of the extent of their influence, with 
colleagues in their own discipline (and in others) respecting their handling of a 
situation or way of managing an ethical dilemma.
'Congruent' leadership, as Stanley (2006b) calls it, defines certain characteristics of 
the leader, as: approachable and open, an effective communicator, visible in practice, 
a positive clinical role model, an empowered decision-maker, clinically competent 
and knowledgeable, displaying their values and beliefs through their actions. This 
description of leadership does ring true for the clinical context, and certainly 
describes a leader not a manager. Whilst transformational leadership, often applied to 
the clinical context, assumes that a leader's power is in inspiring others to follow 
their vision, congruent leadership suggests that the leader's influence is in acting 
according to beliefs, values and principles which followers choose to align 
themselves with.
However, this is perhaps too simplistic a view for the clinical context, as “clinical 
leadership” must be somewhat of an umbrella term, encompassing several different 
types of leadership. In fact, Mountford and Webb (2009) suggest that there are three 
levels of clinical leadership: 'institutional leaders', 'service leaders' and 'frontline 
leaders'. They describe these levels as all equally essential, suggesting that they are 
not in a hierarchy, but form a necessary structure for effective leadership. They 
emphasise the importance of leaders at each level being seen as peers, working 
alongside colleagues, rather than as managers, or set apart. This distinction between 
different types of clinical leader seems a useful one, and at each level it is likely that 
clinicians will show different leadership styles. Perhaps 'frontline' leaders are most 
likely to be 'congruent', with 'service leaders' more transformational and 'institutional
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leaders' more transactional. Distributed leadership like this must be necessary in the 
NHS, because of the 'disconnected hierarchy' structure discussed above.
Does the NHS support clinical leadership?
Edmonstone (2009) describes clinical leadership as 'influence-ship' and, like others, 
he also contrasts clinical leadership with management. He has an interesting take on 
the Leadership Qualities Framework (LQF; NHS Institute for Innovation and 
Improvement, 2005) which was set up to be a broad framework for leadership, using 
“a common language and approach to leadership” which “allows for flexibility and 
creativity in its application and enables a focus on self-awareness” (NHS Institute for 
Innovation and Improvement, www.nhsleadershipqualities.nhs.uk/whv-was-the-lqf- 
developed). Whilst it was obviously designed so that everyone could work from a 
common starting point, Edmonstone's (2009) concern is that it keeps leadership as a 
role for senior managers only, rather than recognising the distributed nature of 
leadership in the NHS more clearly. He may have a point, and by aiming to be 
meaningful for all staff, it may have lost applicability. It is notable that in the 
framework leadership at all levels of the service is explicitly mentioned and it is 
perhaps unusual, coming from a management perspective, that self-reflexivity is a 
key feature of the model.
However, it seems Darzi's review (2008) prompted a further framework, the 
proposed Clinical Leadership Competency Framework (CLCF; National Leadership 
Council & NHS Institute for Innovation and Improvement, 2010) to be developed, in 
recognition of the centrality of clinical leadership and the need to define competency 
standards for all clinicians as well as those who hold designated leadership roles.
This seeks to support and promote clinical leadership across all disciplines, though it 
was developed from a Medical Leadership Competency Framework (MLCF) and it is 
interesting to note that this was developed first. The primacy of doctors taking on 
leadership roles will be discussed later.
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CAN CLINICAL LEADERSHIP BE TAUGHT?
The development of leadership frameworks and the setting up of the National 
Leadership Council (NLC) are sure signs that developing leadership in the workplace 
is being taken seriously. Lord Darzi's review (Darzi, 2008) also proposes the 
introduction of new standards in healthcare leadership, the Leadership for Quality 
Certificate, operating at three levels to enable development for all staff. After 
reviewing the theoretical underpinnings of clinical leadership and what this might 
look like in practice, I was left wondering if it is possible to teach clinical leadership 
and if so, how?
Whether leaders are born or made is not a new question, but it is an interesting 
debate in this context. As a trainee on a clinical psychology training course, the issue 
of leadership is in sharp focus for me. The course makes leadership an explicit focus, 
yet how should it teach leadership effectively? I wonder if the focus should be not on 
teaching clinicians to lead, but on enabling them to develop skills, knowledge and 
understanding from which to work. To develop a 'congruent' leadership style, and to 
lead effectively, they must first have the skills and knowledge base, they must then 
have the ability to reflect upon themselves, to enable them to uphold their values and 
beliefs in practice. They must be confident in their clinical skills, but also in 
decision-making and hold their own disciplinary perspective in the team context.
To learn the skills of clinical leadership, the importance of these attributes in 
leadership and clarification of what is expected in practice must be seen as necessary. 
It may be that a reflective space to consider leadership and individual trainee's 
understanding of what this comprehends would be a constructive way to introduce 
leadership. However, how to teach it well, in the training for any clinical discipline, 
remains an unanswered question in my mind. It is surely difficult to teach leadership 
truly effectively from a purely theoretical standpoint, so development of clinical 
leadership skills whilst working on placement must be seen as key. It will be 
interesting to see how the plans mentioned in Lord Darzi's (2008) review, to
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incorporate leadership skills development into undergraduate and postgraduate 
training, are put into practice.
WHAT DOES CLINICAL PSYCHOLOGY BRING TO CLINICAL 
LEADERSHIP?
The topic of clinical leadership is one which is becoming increasingly important 
within clinical psychology. What can we bring to clinical leadership and how can we 
make this an integral part of our role? I think clinical psychology is uniquely placed, 
in mental health teams, to bring a different perspective to clinical leadership. In 
considering the concept of leadership itself, I noticed that the description of a 
congruent' leader was strikingly similar to a description of the stance a clinical 
psychologist would be expected to take. Where leaders work alongside others, taking 
risks to seek better outcomes, so psychologists work alongside others, collaborating 
in order to manage risk positively, and work towards recovery and better long-term 
outcomes.
Psychologists, by virtue of their skills in formulating an individual's difficulties, are 
able to use this understanding to help others to see past the 'presenting problem' to 
hold in mind the person behind it. This can be important in a multidisciplinary 
context as some clients can become 'heartsink' clients -  bringing a more empathetic 
or hopeful perspective can help a team to work ethically to do their best for that 
individual. Psychologists can help to keep the recovery model in mind and work to 
reduce stigma, two of the priorities highlighted by the Future Vision Coalition's 
recent paper (Future Vision Coalition, 2010). The reflective and self-reflexive 
approach that clinical psychologists take is seen to be important in clinical leadership 
(McCormack & Hopkins, 1995) and this is perhaps an area in which psychologists 
have a head-start.
So, why should clinical psychologists act as clinical leaders? Is there, in fact, a 
difference between acting as a clinical leader and displaying clinical leadership? I
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would argue that all clinicians should display clinical leadership to be effective 
practitioners, and that the creation of roles in which clinicians are specifically 
expected to be clinical leaders is not always meaningful. However, it is important to 
consider who it is that generally takes on leadership roles, or is looked to for 
guidance or expertise. In all the teams I have worked in so far, it has been the norm 
of professionals of all disciplines to look to the psychiatrists for clinical leadership. 
This has been true particularly in team meetings, including discussions of referrals 
and where people are unsure what to do next or what direction to take in an 
individual's care. In order to understand how psychologists can take a stronger role in 
leadership, it is important to consider what has maintained the status quo and what 
perhaps puts off psychologists and other mental health professionals from taking on 
clinical leadership roles.
Leadership, whatever the context, carries with it an element of risk-taking. Certainly 
taking risks has been identified as an important distinction between leaders and 
managers (Stanley, 2006b), so the interplay between risk and leadership must be an 
interesting one. In the clinical context, individual clinicians take a large number of 
decisions every day. An ability to be an 'empowered decision-maker' as specified in 
the definition of 'congruent leadership' (Stanley, 2006a) is one which carries risk with 
it. Confidence in decision-making and an ability to deal with risky decisions in 
difficult circumstances is something which perhaps some clinicians try to avoid, or 
are happy for someone else to take on. Risk management in mental health teams is 
notoriously difficult, with such awful potential consequences, so being able to 
manage risk positively to foster independence and recovery is a challenge. However, 
such risk management must be in the interests of service users, carers and 
professionals alike.
In a previous team I worked in, psychologists discussed the way in which 
psychiatrists took the lead in the team and we considered the pros and cons of this. 
Whilst on the whole, the psychologists in the group agreed that it was important to 
work towards challenging this status quo, we also recognised the safety for other
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clinicians of letting the psychiatrists hold the majority of the risk. However, we must 
all have face situations where the prevailing view in a meeting (based on a medical 
model) was at odds with a more psychosocial perspective. I think it is at times like 
these that all psychologists, at whatever level, are particularly well-placed to take a 
lead, to put forward an alternative viewpoint and to accept the risks inherent in 
decision-making in mental health. In a multi-disciplinary context, psychological 
viewpoints can help to bridge the significant gap between the health and social care 
positions. Just being a voice that represents curiosity or questions long-held 
assumptions can be a crucial leadership role, but one which perhaps we are inclined 
to neglect in favour of more formal leadership opportunities.
As well as being important to step up and take responsibility for decision-making, or 
at least contributing to it, in terms of promoting positive outcomes for service users, 
it is also important for the profession itself and its place in the NHS. Lord Darzi's 
review (Darzi, 2008) makes it clear that clinical leadership is an important goal to 
raise standards and promote quality of care. For psychology to prove its worth as a 
professions which brings together a wider range of skills, we must take more of an 
active role in leadership. We are well-placed to make recommendations based on 
evidence and to carry out evaluation and research to make service-level decisions. 
Clinical psychology training is broad, but in-depth, allowing psychologists to enter 
the workplace with a range of clinical knowledge and expertise, as well as reflective 
skills and self-reflexivity which are crucial in developing a clinical leadership 
position. Being confident to use and promote our skills, to work towards the wider 
service-level and overall NHS goals will surely help psychology to secure its current 
position and, perhaps more importantly, develop this to incorporate other areas for 
psychology to contribute to.
CLINICAL LEADERSHIP IN PRACTICE
There are many opportunities for clinical psychologists to put clinical leadership into 
practice. Apart from taking a more active role at the level of individual clinicians,
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psychology can take forward clinical leadership in terms of training and supervising 
clinicians from other disciplines. In fact, a greater focus on these types of roles is a 
useful direction for psychologists to take, given the current NHS context with 
efficiency savings and a move towards a flatter hierarchy, psychologists must make 
their range of skills clear. Indeed, I would see moving towards supervising other 
professionals more and working jointly more often as being a positive move in terms 
of effectively multidisciplinary team working and better outcomes for clients.
However, my view is that clinical leadership should go beyond individual teams, 
with psychologists taking up more roles in terms of becoming 'service leaders' and 
'institutional leaders'. In fact, this need to be proactive is given weight by Lord 
Darzi's (2008) review, which states that “It requires a new obligation to step up, work 
with other leaders, both clinical and managerial, and change the system where it 
would benefit patients” (p.60). Psychologists research skills are of obvious benefit to 
service level change, and the types of skills typified by 'congruent' leadership, which 
are the bread-and-butter of psychology, can be very effective throughout all levels of 
clinical leadership.
In fact, in the promotion of good mental health and well-being more generally, there 
is perhaps another clinical leadership role which has not yet been mentioned. 
Promotion of psychological understanding and challenging stigma must also be part 
of the clinical leadership agenda. I would be keen to see psychologists taking up 
leadership roles in projects such as the Time to Change campaign and being more 
involved in the media. Professor Tanya Byron recently spoke at a British 
Psychological Society event, asking “Why isn't clinical psychology a public-facing 
profession?” and she highlighted the important of psychologists stepping up to 
present the psychological perspective in contrast to the dominant medical model.
This form of leadership, whilst it may be seen to be outside the everyday clinical 
domain, is nonetheless important in increasing understanding and raising the profile 
of both psychology and mental health.
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So, what stops us from taking a lead?
It is clear that there are barriers to taking up clinical leadership roles, otherwise there 
would be less need for a push towards encouraging clinicians to do this more. I think 
that some of the reluctance comes from the difficulty of taking on a greater role in 
risk-management, as discussed, but I suspect it runs deeper than this. My impression 
is that in general, clinicians do not go into their specific discipline with plans to 
develop services and facilitate change in the NHS at the forefront of their minds. 
Whilst clinical leadership on a day-to-day basis takes a certain range of skills and 
confidence in being a positive clinical role-model and an approachable, effective 
communicator, to take this leadership further takes something else. I think it takes a 
drive to effect change, a focus to move beyond frustration with management and 
changes in the NHS to actually do something about it.
However, this drive to make changes, to lead at service and institutional levels 
creates tension for many clinicians. Even on an individual basis, they must square 
their leadership responsibilities with their clinical responsibilities, and some may not 
wish to sacrifice direct clinical input in favour of leadership roles. Juggling of many 
different roles and responsibilities may well be stressful, and whilst the individual 
clinician may value the leadership role, they must also convince others around them.
Mountford and Webb (2009) give a thoughtful summary of possible obstacles to 
clinicians taking up the challenge of clinical leadership. They talk of an “ingrained 
skepticism” (p. 5) about the value of leadership compared to the obvious benefit of 
seeing clients, with the impact of leadership activities being hard to prove. In 
addition, the incentive to take up a leadership role can be minimal. For example, 
taking on a leadership position may have a negative impact financially, rather than 
being rewarded for taking on this role. Treading this career path may also be hard 
work as it does not have a clear and defined direction, and Mountford and Webb 
point out that the lack of provision for nurturing clinical leadership capabilities adds
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to this difficulty. Taking on a clinical leadership position in a more formal way may 
take considerable motivation and determination, seen in this light.
WHAT IS THE FUTURE FOR CLINICAL LEADERSHIP?
Clinical leadership has long been neglected in the NHS, and it seems to have a long 
way to go still. It is certainly a difficult organisation in which to bring structure to 
leadership. There is such a widespread division of power and influence in the 
organisation that the best ways of developing leadership take some consideration. 
However, it seems that as clinical leadership is being brought into focus by shifts in 
policy, there is more scope to incorporate it into both training programmes and the 
current clinical context. As our understanding of what constitutes clinical leadership, 
how it can be promoted at all levels, and how to learn to lead develops, it should 
become an accepted focus as the NHS moves forward.
However, breaking down the barriers to effective clinical leadership must be seen as 
a priority. I believe promotion of clinical leadership must go hand-in-hand with 
positive risk management strategies, in order to enable safe practices and 
accountability to develop too. I suspect that, at an organisational level, the incentives 
to lead in more formal, designated roles may need to be developed. We know that 
healthcare organisations with more clinical leaders in the management structure 
perform better in a range of outcomes (see Mountford & Webb, 2009, for a review), 
so we must surely encourage clinicians to strive for these positions. Otherwise, we 
rely on clinicians having a great deal of intrinsic motivation to lead and to balance 
leadership and clinical roles. Although there is a clear drive to take forward clinical 
leadership in terms of policy initiatives, I would think that the bigger incentive is 
providing good quality, patient-centred care. Each clinician must take personal 
responsibility for promoting better mental health and treatment outcomes, whether on 
a individual, local or national basis.
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’THE RELATIONSHIP TO CHANGE’
I have chosen to approach this account by considering the themes which seemed to 
emerge from my reflections. These give an account of the problem-based learning 
(PEL) task I took part in four months ago: the process, my approach and our 
approach as a group. I also reflect on diversity within the group and consider issues 
that arose as we worked on the task. These reflections help me to take another 
perspective with regard to my work in clinical settings.
How do I balance my own approach with others’ individual styles?
Having only just started the course, we were told about the PEL task and given the 
title 'The relationship to change'. I remember feeling unsettled by being given an 
open-ended task .so early on. I did not know the others in my group very well and 
was unsure how we would go about working together. With feedback from the 
interview process fresh in my mind, I was more aware than usual of the need to give 
others in the group time and space to talk. This led me, when faced with choosing 
who should be our first 'chair' and 'scribe' for the session, to be cautious and not to 
volunteer without first giving others the chance. This self-consciousness on joining a 
group of new people has since given me insight for co-facilitating a group.
I enjoyed being 'chair' in session two, as I feel that I thrive on a role that is 
constructive and which helps to open up and focus discussions, collate information 
and set plans in motion. Having this designated role helped me to feel more 
comfortable in adopting my own style, as I felt less need to excuse my approach. I 
relate this to the prospect of holding a psychological viewpoint in team discussions in 
mental health services, as feeling that it is my role to do this helps me to approach 
this with more enthusiasm than trepidation.
Over the weeks, I grew in confidence to express myself whilst respecting other 
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members of the group and their different roles. Our facilitator commented that we 
were good at validating each others' input, and reflecting on this has clarified for me 
how important validation is, particularly in the early stages of therapy, for clients to 
settle into a therapeutic relationship. This validation enabled me to feel safe to bring 
examples from my personal life to the group as I knew I would be heard and 
understood.
I tend towards an 'accommodating' learning style (Kolb, 1984), playing an active part 
in discussions, though this can be to the detriment of my own, and others', ability to 
reflect. At times, my style may be at odds with others' preferred ways of working, 
but, although I had concerns about saying too much, there were others in the group 
who were grateful for my contributions when they spoke up less frequently. I also 
need to balance my natural tendency towards this 'accommodating' style with the 
need to go through all aspects of the cycle of Kolb's experiential learning model to 
gain the most benefit from learning opportunities through training and professional 
life.
What did each member of the group bring to it?
Each member brought different experiences and ideas, the breadth of which was 
apparent in our first brainstorming session. This was exciting and suggested great 
potential for the task ahead. The expectations and ideas that each of us brought had 
an impact on how we approached it, and on how we related to each other. Seeing this 
at first hand has helped me to prepare for working with colleagues with disparate 
viewpoints. It also serves as a reminder to take into account clients' previous 
experience of therapy, as this will influence how they see me initially.
Towards the end of the first group, I noticed that there were distinct differences in 
people's ways of working. Some seemed to enjoy opening up ideas and having many 
options, whilst others were keen to drill down to choose a topic for the final
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presentation. It seemed that for each person, straying too far from their own natural 
style made them somewhat anxious. Personally, I felt concerned that there was too 
much effort at this early stage to decide on the focus, without allowing space to see 
what resonated with each individual most. However, having seen how pressed for 
time we were in later weeks, it may be that we would have done well to focus in 
slightly earlier than we did.
The link between our natural ways of working and the emotions raised when we are 
required to compromise and accommodate others' methods is an important reflection 
when thinking about the process of therapy. In an effort to work both collaboratively 
and ethically, taking the power imbalance into account, it is important to check out 
with clients how they feel about the plan for, and process of, therapy.
There was considerable diversity within the group, though all of the group members, 
and the facilitator, were women, narrowing our take on the topic to female views of 
it. Members of the group represented different cultures and had different expertise 
and learning styles. These points of similarity and difference impacted on the 
dynamics of the group and how we saw each other within it. We were able to draw 
on the strengths of group members at different stages, which makes me more aware 
of how important it is to acknowledge both your strengths and weaknesses when 
working in a team, to enable it to be as cohesive and effective as possible.
What happened when we didn't all agree?
There were times over the course of the task when differences became more 
apparent, and caused frustration, anxiety or annoyance. For example, those people 
who were concerned with focusing the task in session one seemed more unsettled 
and anxious when we got closer to the presentation date and there was still much to 
resolve. As I was happier with leaving the task more open-ended for longer, at times I 
struggled to be sympathetic to the anxiety of the others.
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In later sessions there were many decisions still to be made and these had to be made 
quickly. There was a sense of pressure and it was noticeable that some group 
members became anxious, confused or annoyed. I assume those individuals would 
have approached the task differently, had they been working alone, and may have 
given themselves longer to consider some of these decisions. It is perhaps a 
weakness of our approach that, although we had time to reflect, we lacked the time 
and flexibility to make changes based on these reflections.
Some weeks later, I reflected that I tend to seek relative harmony in groups that I am 
involved in. I am happy to agree to disagree, but struggle if I feel that there may be 
resentment or unresolved issues between individuals. If difficulties in resolving 
disagreements with colleagues arises at work, it is likely to have bigger implications 
than in a group task at university. Due to ethical considerations, and the importance 
of working well with other disciplines and colleagues, I feel an issue like this would 
be best worked through in supervision and dealt with according to the circumstances.
What was different about working with a peer group?
It was interesting to note how different I felt about working on homework tasks that 
we had set each other as a peer group, rather than those set by an authority figure. I 
felt more investment in doing what was expected of me, rather than doing it because 
I had to. This reflects the importance of collaboration in therapy and working to 
address the power imbalance in the therapeutic relationship. The more I can work 
with clients, for example, on agreeing useful homework, rather than 'setting' 
homework, the more likely they are to feel invested in doing what has been agreed.
Over time, I noticed a pattern, whereby I would leave the session feeling confident of 
my understanding and the direction of travel, but a few days later I was unsure again. 
This makes me think that in the effort to get things completed and to move forward
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with the process of the task, we made less time to reflect and consolidate at the end 
of the sessions. I can see how this may strike a chord for clients and carers who may 
leave therapy sessions feeling clear, only to find later that they are confused. I must 
bear this in mind in time-management of sessions, to ensure there is enough time to 
summarise, as I know I have a tendency to run over time.
How did we compare with other groups?
Talking to members of other groups and watching them present before us gave us an 
opportunity to reflect upon their' approach to the topic before putting ours forward. 
This raised concerns about whether our presentation was too boring, too serious -  
should we have taken this opportunity to be more light-hearted? Splitting into groups 
to work on the same topic had inevitably raised comparisons, and an element of 
competition, and I certainly didn't want to be part of a group that was looked on as 
being 'the boring one'. After the presentation, it became clear to me that one of the 
reasons this was so important for me relates to the idea of cognitive dissonance 
(Festinger, 1957), which we touched upon in our discussions and presentation. Being 
seen to be boring goes against my view of who I am, so concerns about this hit hard 
for me. Being compared to others also serves as a reminder that I am quite a 
competitive person, which is something I have to bear in mind in terms of 
relationships with colleagues.
After the presentation, we received questions from the floor and feedback from 
tutors. It was satisfying to see that, despite our concerns, the feedback was very 
good, and our facilitator's interpretation was that the questions from the floor related 
to others wondering how we had completed the task in a relatively egalitarian 
manner. This feedback was particularly welcome given some of the difficulties we 
faced in our strive for equality and respect during the process.
47 Academic Dossier
What have I learnt through writing this account?
Writing this account has served to continue a conversation I have had with myself 
and others before about the importance of individuality in therapy. Each psychologist 
has their own style, their own personality, experiences, assumptions, aims and 
priorities. I think it is crucial to celebrate these differences and strive to bring one's 
own personality to the therapeutic relationship. However, it behoves each of us to 
consider the ethical implications of, for example, our assumptions and priorities. It is 
not enough to acknowledge our differences; we must endeavour to recognise the 
positive and negative influences of these. We accept certain responsibilities, and it 
important to acknowledge the power we have as a consequence, and to do what we 
can to act in accordance with our own values and those of the profession itself.
My final reflection is that in the process of writing this account, I have come to a 
better understanding of what I learnt, not just from the outcome, but also from the 
process of completing the PEL task. All members of the group brought ideas that 
were not reflected in our final presentation and it seemed a shame to see our hard 
work go to waste. It is clearer to me now than when caught up in the emotion and 
pressure of the task, that this work was not wasted. In fact, in bringing topics to the 
group, we engaged in conversations which took in multiple perspectives, and in 
bringing forward my own thoughts, I gained more insight. As Stratton says in his 
paper on active autonomous learning, “it is when we articulate an understanding that 
we discover what it is” (Stratton, 2005, p.231).
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I am using the title we were given for the Problem-Based Learning (PBL) exercise 
for this reflective account, as it helps to give context to the task. However, I am 
aware that it is impossible to do justice to the topics included in it. What I will 
attempt to do is give an account of the process of approaching, preparing and 
presenting the PBL task and to give a sense of the way in which both this process and 
the content of the PBL exercise have given me pause for thought in the clinical 
context.
PBL PROCESS 
Approaching the task
I was aware of less trepidation approaching our first PBL session this year, and I 
think this reflects several differences from before. This time, relationships between 
group members were more established and we all had a better idea what to expect. I 
felt more sure of myself in discussions and felt I knew more about different 
members' preferred working styles or roles within the group. I was also aware of the 
possibility of ideas getting lost, as this had happened the previous year, so I felt more 
prepared for potential challenges. Feeling prepared and knowing my colleagues was 
important to reduce stress and has since made me consider how important it is in 
multi-disciplinary teams to foster good working relationships between colleagues and 
to ensure that team members working towards a common goal are benefited by an 
awareness of the task and possible pitfalls.
There was also less riding on the task and its outcome. In the first year, our PBL task 
was practically the first thing we were faced with and thus our performance held 
much more weight. Whilst it was the first opportunity to prove ourselves, it was also 
the first time we risked showing ourselves up as less good, less interesting or less 
deserving of a place on the course. Despite reminders that we were not 'imposters', 
the feeling was nonetheless difficult to avoid at first. This year, having several 
assignments under my belt and having had the chance to settle into clinical work, I
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personally felt more able to relax and see the PBL exercise as just another step along 
the way.
Deciding what to do and how
On first meeting, I remember the mood being optimistic and the group seemed 
energised. We considered the time allotted to complete the task and decided how 
much we would need and when to meet. This process was a real strength in that we 
were able to use our experience from last year, and also our confidence in each other, 
to contain the anxiety about performing well in the task. We put in place clear 
boundaries, and I felt prepared and clear about the trajectory of the work. This 
experience has raised my awareness of the importance of clarity in setting up 
expectations for clients. This setting of time-boundaries certainly helped me to feel 
focused on the task at hand, and my own responsibilities, and I have noticed that 
clients often seem more focused when these limits are transparent from the start.
Last year, all we were given was a title, so the task was almost entirely open-ended. 
However, this task was based around a case study of a family system including twins 
that were potentially at risk, with prompt questions given to help us consider relevant 
areas. This well-specified task was very containing for us as a group and I think it 
helped us to focus and feel confident that we were doing what was expected of us. 
This clarity of objectives, which reduced uncertainty, and the relative lack of risk in 
approaching the task as there was less riding on it helped us to feel more contained. 
Ruch (2007) talks about the fact that for holistic reflective practice to be promoted, 
so an individual or group can think coherently, it is important to reduce uncertainty 
and risk, and reduce complexity. So, whilst the task was complex, we were able to 
reflect as we managed the uncertainty and risk well.
I think the mood in which we approached the task helped everyone to contribute their 
ideas. However, looking back, I wonder whether the energy in the group was shared 
by everyone. Certainly, I felt hopeful and keen to get started and to make the process 
work better than the previous year. Perhaps it was this hope that led to the suggestion
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that we didn't have a chair or scribe for the sessions, as the role of chair in particular 
had caused tension and conflict previously. This decision was carried very quickly, 
and I wonder now whether all members of the group felt enabled to speak up, or 
whether the atmosphere, while energising for me, was experienced as more 
suppressing for others. One member, in a later session, asked to chair it, as she 
admitted to feeling lost and confused in sessions with no chair. I think this shows the 
impact that heightened emotion can have on our ability to take others' perspectives, 
and how fluid the ability to mentalize is (Allen, 2006). This shows the importance of 
creating an environment in clinical work where clients or colleagues feel comfortable 
and able to think clearly.
Managing the task as it progressed
We agreed to present our interpretation of the scenario we had been given as a 
debate, as this seemed to reflect the nature of the topic. We chose to hold the 
uncertainty inherent in the case and use this to give a broad picture of many possible 
interpretations or views. This is something which was possible in preparing for a 
debate, but holding uncertainty in this way is often difficult in clinical settings. A 
decision may need to be made, in which case the evidence for and against must be 
weighed up. Even so, the uncertain nature of risk and simply of what different 
interventions might achieve, means that we must look for positions of safe 
uncertainty in our clinical work (Mason, 1993).
After deciding the format of our presentation, we volunteered for different roles, 
according to our interests or strengths in presenting. I volunteered to sum up at the 
end, bringing together ideas and their relevance to our role as psychologists. I 
volunteered as I have been told by colleagues, on the course and at work, that they 
think I am good at summarising. This is a role that I am confident in and I believe it 
is important both in consultation with other staff and also in sessions with clients.
One client fed back that the most useful part of our sessions was the summary at the 
end, as she felt she went away with everything clear in her mind. After volunteering 
for this, Trealised that last year I took on the same role. When I mentioned this to the
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group, offering to swap if anyone was keen to sum up, this prompted a discussion 
that showed that some individuals find this role in presentations stressful, preferring 
to go into such situations fully prepared; if not word-for-word, then at least with 
good prompts.
As we proceeded, we decided to split up into smaller groups to prepare each of the 
three sections of our debate. This was a strength as it enabled us to share the 
workload and play to individuals' strengths and interests. However, one group 
member shared with us that she struggled with not knowing the detail of all areas of 
the presentation, as this made her anxious. It is interesting to note differences in our 
group, where most members did not readily admit to anxiety, although I am sure we 
all felt it to varying degrees. Generally, members of the group managed their own 
anxiety with their own personal preparation for the debate. Perhaps because our 
group, though respectful, has not always been good at containing emotion, group 
members chose to manage their anxiety alone. These individual differences in 
managing anxiety has since helped me to pay closer attention to how it may manifest 
itself for my clients, particularly when they may not yet feel contained enough to 
share it with me.
Presenting the debate
Our presentation ran well, despite one group member being off sick unexpectedly. I 
think our ability to adjust to this and still present a coherent debate is testament to the 
strength of our approach to the task. Sharing the workload between different 
individuals effectively enabled one member of the group to step in and present both 
the 'for' argument and 'against' argument in one area of the debate. The individual 
who stepped in was very calm in the face of a potentially anxiety-provoking situation 
and was a credit to the group.
In addition to working well as a group, our individual strengths that enabled the 
debate format to work well. Our feedback mentioned the “excellent use of rhetorical 
devices”, for which those individuals who prepared sections of the debate must take
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the credit. However, to enable this to happen, we had to trust in each other's ability to 
take on the task. I think we displayed effective team-work, and I have found it 
noticeable in the clinical context how much better people work together when there 
is a good degree of trust in the competence of others in the team. Team relationships 
must be considered central to the effective functioning of the service; particularly 
when you consider that in a clinical setting, it would have been necessary for a 
decision to have been made about a case like this.
PBL CONTENT 
'Sitting on the fence'
One aspect of the task that made it possible to hold uncertainty was the fact that we 
were not in a position to have to make a decision. This ability to 'sit on the fence' and 
hold both sides of a debate is, nonetheless, important in clinical practice. I have since 
reflected on how important it is not to be influenced by the pressure there may be to 
take a quick decision, but to gather and hold information to reach the best 
compromise.
Although the two sides of the debate represented diametrically opposed views, the 
same evidence was often employed to back up both sides. One reviewer commented 
that our debate represented a 'wonderful reminder' of this, and she felt that it was 
interesting to note how difficult it is, in such a debate, to separate our 'personal 
ideology' from the evidence base in making a decision. I think it is important to 
remember this in clinical practice, as in order to be ethical in our decision-making, 
we must be aware of our personal feelings and biases, to enable us to be confident 
that we are making decisions based on the evidence. This understanding also presents 
a strong case for the need for multidisciplinary working, to enable us to share this 
responsibility.
Holding the client and system in mind
I think the case we were considering was a good reminder of the need for the clinical
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psychology to be involved in decision-making in such cases. There were so many 
different aspects of the system to bear in mind, and yet it was important to hold the 
clients in mind throughout, rather than being swayed by strong opinions of other 
professionals. I think, as psychologists, we must take responsibility for holding both 
client and system in mind, and for bringing our formulation skills to the 
multidisciplinary team. We are well-placed to advocate for clients who receive 
mental health services and also for their carers, as their views on what is best can 
often get lost, especially in a complex context.
Multidisciplinary working and consultation
Considering a variety of perspectives and wide range of options in this case reminded 
me of the important role of consultation in our work. In the question and answer 
session following our presentation, we were asked what we thought the conclusions 
would have been, had it been a group of social work students doing the task. I 
answered to say that I thought the conclusions could well have been markedly 
different, and on reflection, I believe this is true. Whilst working in a team with 
social workers, who have quite different training and perhaps different priorities, I 
have been more aware of how easy it is to make assumptions about others' 
perspectives or their pre-existing knowledge. I think it is important when working 
consultatively, or in multidisciplinary teams, to hold onto this awareness.
CLOSING REFLECTIONS 
What were the strengths and weaknesses of our approach?
In our approach we were able to work to individuals' strengths and also be flexible to 
their needs. The cohesion of the group was illustrated by our ability to cope when 
one member was absent. Our ability to adapt to different circumstances, take on 
different roles and test out other ways of working was also a strength. We were good 
at setting boundaries and I think that this, along with the nature of the task, was quite 
containing for us.
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However, I think our biggest weakness was in our approach to decision-making. 
Looking back, I am more aware that decisions were sometimes taken rather quickly, 
perhaps without all group members being in agreement. I suspect that there were 
times when people volunteered for roles that others may have wanted, causing 
unspoken tension within the group. As decision-making is such an important part of 
team working in clinical settings, this is something which I will reflect on in future, 
both during the remainder of training and in my later career.
What did I learn?
The task emphasised the importance of formulation and consultation by clinical 
psychologists in such cases. I learnt more about the different roles that individuals in 
the group take, and became more aware of how important it will be in future 
supervisory or leadership roles to be able to understand and manage different 
characters in groups. I also learnt how important it is to be able to contain emotions 
within a group, particularly when there is an important task to complete. I think 
several members of the group learnt about the importance of sitting with anxiety, 
both in relation to the process of working together and the topic itself. I think the task 
has helped me to understand my own place in the context of multidisciplinary teams 
and to see how my personal strengths can contribute to the work of the team
i
59 Academic Dossier
REFERENCES
Allen, J.G (2006). Mentalizing in practice. In J.G. Allen & P. Fonagy (Eds.) 
Handbook o f Mentalization-based treatment (pp. 3-30). New York: Wiley.
Mason, B. (1993). Towards positions of safe uncertainty. Human Systems: The 
Journal o f Systemic Consultation & Management, 4, 189-200.
Ruch, G. (2007). Reflective practice in contemporary child-care social work: The role 
of containment. British Journal o f Social Work, 37, 659-680.
60 Academic Dossier
URN: 6111389
Personal and Professional Learning 
Discussion Group (PPLDG) process 
account summary
Year 1
Process account summary 
September 2010
Word count: 228
Academic Dossier
Academic Dossier
Summary
In this account I have reflected on the content, process and context of the work that 
we have done in our Personal and Professional Learning Discussion Groups 
(PPLDGs) over my first year of training. I have considered the work of the group, the 
role of the facilitator, individual styles and approaches, diversity and the group in the 
context of the wider cohort. I have reflected on the nature of the group as a 
microcosm of clinical training itself, my own contributions to it over the year and 
what I have learnt through this.
It was interesting to note changes over time as the group developed a more stable 
identity and group members felt more able to discuss difficult topics and give 
feedback, though this remained difficult. The different roles and preferences of 
different group members was important when considering the make-up of any team 
that I might work in later in my career. It was useful to consider this with reference to 
my own feelings and experiences as well as in the context of models of group 
functioning and attachment.
The process of reflecting on the group has been valuable as I move forward into 
using this space for personal and professional development over the next two years.
It has been helpful to consider strengths and weaknesses of our approach and to 
relate this to clinical practice.
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This account has enabled me to articulate my reflections on those aspects of the 
Personal and Professional Learning Discussion Groups (PPLDGs) which have been 
most salient to me and contributed most to my thinking in clinical work. In 
particular, I have considered the containing impact of a new, more consistent 
facilitator and her ability to introduce more openness to the group through neutrality. 
I have also reflected on my changing role over the two years and how this interacts 
with others’ roles. I believe that through the work of the group, we have developed a 
better understanding of each other and an ability to appreciate and acknowledge our 
differences such that we can work together more effectively.
I have considered the impact of cultural difference on decision-making within the 
group and wondered whether all members feel well-represented. I have also 
discussed the influence of changes to the environment of the group and how these 
can play an integral role in its functioning. Finally, I have pondered the impact of 
giving the chair an additional role of bringing cake, and the function of this within 
the group. I have then drawn these thoughts together to reflect on how they have 
influenced my perspective on clinical work.
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OVERVIEW OF CLINICAL PLACEMENTS
Adult Mental Health
This placement was based in an Adult Community Mental Health Team (CMHT) in a 
diverse area of South-West London. The main model of the placement was 
Cognitive-Behavioural Therapy (CBT) which I used to work with individuals with a 
range of diagnoses including depression, post-natal depression, bipolar, and anxiety 
disorders, including several individuals with Obsessive-Compulsive Disorder (OCD). 
I also worked systemically with a couple to do psycho-education in relation to OCD 
and worked jointly with a social worker to promote understanding when working 
with a quadriplegic young man with Borderline Personality Disorder (BPD). I also 
co-facilitated a cognitive stimulation group for people with early-stage dementia 
alongside colleagues from the Older People's service. The neuropsychological 
assessments that I carried out whilst on this placement, using the WAIS III, were 
with older people suspected of developing dementia.
This placement also gave me the opportunity to contribute to team meetings on a 
weekly basis and to offer consultation, both formally and informally to colleagues in 
the multi-disciplinary team. I was able to accompany social workers qualified as 
Approved Mental Health Practitioners (AMHPs) to assessments of individuals under 
section 2 and 3 of the Mental Health Act. Whilst on this placement, I attended a 
meeting about the reorganisation of services and funding, and also attended training 
on the Payment by Results and Clustering plans.
Child and Adolescent Mental Health
This placement was based in a Child and Adolescent Mental Health Service 
(CAMHS) in Surrey. On this placement, the main model of my supervisor was CBT, 
but work was always done within a systemic framework, taking into account the
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position children hold within family, school and social networks. I worked with 
young people, mainly in their teenage years, with diagnoses of depression, social 
anxiety with psychotic features, OCD, Chronic Fatigue Syndrome (CFS), Autistic 
Spectrum Disorder (ASD) and Attention-Deficit Hyperactivity Disorder (ADHD).
The neuropsychological assessments that I carried out whilst on this placement were 
with a 15-year-old with a diagnosis of ADHD, and with a 12-year-old with diagnoses 
of ASD and ADHD. Following his neuropsychological assessment, I worked with 
this 12-year-old boy, and both his parents, to use CBT for anxiety as he was refusing 
to attend school. I also contributed to a couple therapy session from behind the 
screen and observed family therapy. I attended a neuro-developmental clinic at a 
local service and took an active part in the session with two different families.
I contributed to the local CBT Special Interest Group by offering a presentation on 
CBT for CFS and also presented the results of my Service-Related Research Project 
to a Surrey-wide Psychology meeting to encourage local psychologists to consider 
the impact of the upcoming move to GP-consortia commissioning of services and 
begin to plan accordingly.
Older People's Mental Health
This placement was based in an Older People's Community Mental Health Team 
(OP-CMHT) in South-West London. Whilst I was on this placement, I carried out a 
variety of work, including CBT for depression and anxiety and training of local 
Improving Access to Psychological Therapy (IAPT) staff. I also worked in the 
associated service for Challenging Behaviour, conducting detailed assessments of 
challenging behaviour, offering intervention or staff training to help reduce the 
behaviours. I therefore carried out Validation training with staff at a residential home 
and conducted an assessment in a large nursing home which had many problems with 
challenging behaviour, prompting a local psychologist to offer a weekly session for 
staff
72 Clinical Dossier
During this placement, I had the opportunity to conduct a thorough and very detailed 
dementia assessment with a lady who had noticed decline, but whose pattern of 
results on the neuropsychological tests did not give a clear indication of the type of 
dementia she might be suffering from. However, I was able to provide her with a 
better understanding of her difficulties and some reassurance that she was not 
'making it up'. I also carried out an assessment for dementia with a lady in her 40s 
who was concerned about her memory. On this placement, I also contributed 
regularly to team meetings and carried out a joint visit with a psychiatrist regarding a 
capacity assessment.
Learning Disabilities
This placement was based in a Community Team for People with Learning 
Disabilities and Complex Needs in a diverse area of South-West London. Again, this 
placement offered much variety, including individual work for anger and anxiety, 
using CBT, with those with less severe difficulties, and life story work with a man 
who had had many difficult and extreme experiences in his life. Much of the work on 
this placement took the form of systemic work with staff in day centres and 
residential homes. As part of this work, I conducted functional assessments, used 
narrative techniques, drew up behaviour support plans, and carried out staff training.
I worked closely with staff and families to carry out assessments with clients who 
were referred to psychology for needle phobia, difficulties living with other residents 
and challenging behaviour.
During this placement, I worked with one individual for whom there was an open 
safeguarding alert, as well as the client whose behaviour was challenging towards 
her, contributing to safeguarding meetings, risk assessment and planning. I also 
worked with another lady who had a closed safeguarding alert regarding her 
challenging behaviour towards her carer and boyfriend. This enabled me to gain a 
greater working understanding of safeguarding procedures.
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Whilst on this placement, I carried out neuropsychological assessments for dementia 
with two clients, one with Down's Syndrome and one with Asperger's Syndrome, 
using different assessments. I also carried out an eligibility assessment for a lady 
suspected of a learning disability whose children were under child protection, one of 
whom was in foster care. I also conducted an interview for Autistic Spectrum 
Conditions (ASCs) in a young woman with a diagnosed learning disability.
I contributed to multi-disciplinary team meetings when possible, referred clients to 
other specialities within the team and liaised with colleagues. I also conducted staff 
training in a residential home, regarding challenging behaviour.
Advanced competencies
This placement was based in an independent, multi-disciplinary, specialist parenting 
assessment service in South-West London, which provided Expert Witness reports to 
court to inform Care Proceedings. This placement offered experience in very 
thorough, detailed assessments of families which had been subject to Child 
Protection plans. The models in this placement were predominantly systemic, 
psychodynamic and behavioural, as assessments took into account the impact of 
family, school and societal systems, as well as the impact of Children's Services 
involvement, and had a considerable focus on attachment. This placement gave me 
considerable experience of understanding the different and combined influences of 
parental substance misuse, domestic violence, social deprivation and parental mental 
health problems.
This placement offered the opportunity to assess parents of different ages and 
cultures, including assessing a Polish family using an interpreter. The children 
involved in the assessments were typically aged from birth up to age 11, but some 
families also had older children. Assessments included a wide range of assessment 
techniques, including structured and semi-structured interviews, observations and
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psychometric measures. Many different people were typically interviewed as part of 
the process, including school teachers, other family members and contact 
supervisors. I developed a better understanding of the processes and procedures 
around Child Protection, I attended court to observe my supervisor giving evidence, 
and I learnt a considerable amount about the process, including how contact 
arrangements are worked out.
This placement enabled me to develop skills in reading and summarising huge court 
bundles of information, conducting assessments in the context of Care Proceedings, 
and writing reports in a style that was appropriate for court, but also took into 
account the fact that the families themselves would read them. All the work on this 
placement was joint-working with a range of colleagues including social workers, a 
psychiatrist, a family therapist and a play therapist, as well as my supervisor.
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In this report I present work within a CBT framework with Nicholas, a white British 
man in his late fifties, with anxiety and recurrent depression . He was referred to the 
psychology service within the Community Mental Health Team (CMHT) after a 
recurrence of depressive symptoms following diagnosis and treatment of cancer.
I present the background and a longitudinal formulation, including predisposing, 
precipitating, perpetuating and protective factors. I give a summary of our work 
within a CBT framework which aimed elucidate links between recent events and 
patterns of behaviour, thinking and low mood. We worked towards changing his 
behaviour when he felt low and developing an understanding of his typical thought 
patterns, particularly in the mornings which were identified as one of the most 
difficult times of day. We considered the nature of thoughts and possible coping 
strategies for dealing with difficult life events. Within our sessions, we also 
considered what the future, following his diagnosis of cancer, might look like, and 
used a step-by-step problem-solving approach to break down tasks, which he used to 
find easy, into smaller, more manageable steps.
I reflect upon our therapeutic relationship, our similarities and differences and the 
process of therapy. I give a reformulation, summarise the generally positive outcome 
of our work together, and appraise the work in relation to the literature and what 
could have been done differently.
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Leila, A young Middle-Eastern lady with symptoms of Obsessive-Compulsive 
Disorder (OCD) and depression, was referred to the CMHT for initial assessment. I 
assessed her for the team and, following discussion, took her on for a psychology 
assessment and treatment.
At her request, her husband Dabir attended sessions, during which we developed a 
shared understanding of her OCD symptoms. This was important in the context of 
Dabir's negative views about mental health in general, and Leila’s difficulties in 
particular. There were some problems with attendance, but when these were resolved, 
we were able to complete 6 sessions of psychoeducation to enable Leila and Dabir to 
better understand the maintenance of Leila’s problems.
During sessions, I presented the ‘vicious flower’ CBT model of OCD (Salkovskis et 
a l, 1998), which helped them to understand the importance of safety behaviours and 
Leila’s tendency to feel responsible for her safety and that of those around her. Their 
feedback was that Leila’s symptomatology had improved, which was also reported 
by family and friends. Dabir’s views about the likelihood of change had also altered 
a great deal. They were able to see the possibility of working together to tackle 
Leila’s anxiety, and planned to CBT self-help materials in future as there was not 
time whilst I was on placement to continue on to do Exposure and Response 
Prevention (ERP).
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This report details a neuropsychological assessment of a 12-year-old boy, James, 
with Autistic Spectrum Disorder (ASD) and Attention-Deficit Hyperactivity Disorder 
(ADHD). He was referred due to lack of school attendance, to assess suitability of 
mainstream schooling, to inform care planning and to inform how to adapt CBT to 
his needs.
James was assessed using the Wechsler Intelligence Scale for Children, Fourth UK 
Edition (WISC-IV; Wechsler, 2004) and the Wechsler Individual Achievement Test, 
Second UK Edition (WIAT-II; Wechsler, 2005)and his performance suggested 
deficits in expressive language, working memory, attention and mathematics, as 
predicted, as well as possible difficulties with praxis as evidenced by his difficulties 
with pencil manipulation and general co-ordination.
Recommendations were made to support James at home and school in those areas he 
found difficult, and it was suggested that a special school environment would be 
better able to cater to his needs. Possible adaptations for CBT were suggested as well 
as support for his parents.
The assessment was useful in answering the referral questions and supported our 
hypotheses. However, assessment always relies on interpretation, and further 
assessments could have been done to investigate James’ difficulties in more detail.
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This presentation relates to a piece of training facilitated by myself and another 
Trainee Clinical Psychologist for staff from the local Improving Access to 
Psychological Therapies (IAPT) service. This training was delivered as a result of the 
IAPT manager asking the lead psychologist at the Community Mental Health Team 
(CMHT) for Older People for support in enabling the Step 2 workers to gain skills 
and understanding in working with older people. The training took place over two 2- 
hour sessions and included a mix of interactive elements and didactic teaching.
In the presentation, I reflect on my personal and professional development to date, 
with a particular focus on development of my skills and confidence in the broader 
role of clinical psychology. In developing my skills at planning and delivering 
training, I have also become more aware of the crucial role of reflection and self- 
reflexivity in being able to effectively work as consultant or facilitating training.
Through careful planning, myself and another trainee were able to consider the needs 
and perspective of the attendees in advance, in order to prepare training that was 
matched to their needs. We also considered what we brought to the process as 
facilitators and how we could use our personal style to benefit the training process.
We recorded the training and used these recordings to enable detailed reflection and 
discussion in supervision regarding how the training went and what we would do 
differently if we were to run the training again.
Since starting the course, I have been keen to work on my skills and abilities in 
consultation and staff training as well as the other skills that clinical psychologists 
bring to the role. I have enjoyed having the opportunity to work with another trainee 
to plan and deliver training and to use supervision to reflect on the strengths and 
weaknesses of our approach.
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In this case report, I present a systemic, service-level intervention to reduce 
behaviour that challenged services, and improve quality of life for a lady with autism 
and a learning disability. Erica had been referred to psychology by her Social Worker 
within the Community Learning Disability Service, due to a safeguarding alert that 
had been raised as Erica had repeatedly hit another service user.
The work consisted of a detailed functional assessment of the behaviour, conducted 
predominantly through interviews with staff members. This functional assessment 
was carried out using a narrative approach with staff, to reduce the level to which the 
problem was located in Erica herself, and to enable an alternative story to emerge 
about Erica, which was not focused on the behaviour which presented a challenge. 
Throughout, attention was paid to diversity and difference, with an individualised 
formulation taking into account Erica's personal needs and experience.
The functional assessment led to the collaborative development of a Behaviour 
Support Plan, to be introduced across Erica's residential home and day service. This 
plan included information on Erica's likes, hobbies, her needs and her 
communication. It considered behaviours which indicated anxiety and behaviours 
which challenged services. The plan considered triggers, ideas for prevention and a 
clear plan for managing if the behaviour occurred.
Initial indications were that the outcome of the intervention would be positive, 
considering staff attitudes and an early reduction in the behaviour, however, the work 
was ongoing, with implementation about to occur.
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ABSTRACT
A survey was conducted to ascertain GPs’ satisfaction with an Improving Access to 
Psychological Therapies (IAPT) Psychological Therapies and Wellbeing Service 
(PTWbS). The quantitative analysis suggests that there was some dissatisfaction 
overall, with modal responses being neutral or dissatisfied. In terms of information, 
accessibility and waiting times, approximately half of GPs surveyed were 
dissatisfied, whilst considerably fewer indicated dissatisfaction with clinical 
outcomes and feedback. Two main themes were developed using thematic analysis, 
suggesting that GPs feel disengaged from the PTWbS and that they expect more 
from the service.
The study was limited by a small sample size and as such may not be representative. 
It gave almost no data on aspects of the service that the GPs were satisfied with and 
so failed to answer one of the research questions. Nonetheless, useful implications 
can be drawn, as the survey suggests that improving communication with GPs should 
be an important focus for the PTWbS, particularly in the current political context, 
with the likelihood of a move to GP-commissioned services in future. It would be 
informative to follow up the survey in future and to use other methods to elicit 
feedback and gain a wider perspective from GPs in the borough.
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INTRODUCTION
Until the recent implementation of the Improving Access to Psychological Therapies 
(IAPT) programme, access to psychological therapy through primary care was 
limited, with waiting lists of six to nine months on average, and sometimes up to two 
years (Mental Health Foundation (MHF), 2006). National Institute of Clinical 
Excellence (NICE) guidelines for the treatment of depression (NICE, 2009) and 
anxiety (NICE, 2004) recommended a stepped-care approach, with evidence-based 
psychological therapies at primary care level and above.
Depression is the third highest burden of disease in the world, predicted to rise by 
2030 to the leading cause of burden of disease (World Health Organisation (WHO), 
2004). Addressing common mental health problems more effectively, gave the 
impetus for investment in IAPT. A report produced by five leading charities (MHF, 
2006, p. 12) stated that “compared to antidepressants, CBT is as effective in the short 
term and more effective in the long-term in the treatment of mild and moderate 
depression and anxiety disorders.' This is reflected in NICE guidance (NICE, 2004, 
2009), and it highlighted the progress needed to treat common mental health 
problems effectively.
To address this IAPT services were piloted in two areas, where achievements in 
terms of numbers treated, psychological benefits and employment effects (Clark et 
a l, 2009) have led to its national roll-out. This represented a move from locally 
determined in-house counselling services to a centralised, stepped-care approach, and 
included a number of patient self-report outcome measures, to allow ongoing 
evaluation of its impact and to identify areas for improvement.
The IAPT Implementation plan (Department of Health (DH), 2008, section 4.19) 
specifies that: 'The service...will need to be able to demonstrate the outcomes that 
they have delivered.' As part of the drive to measure the efficacy and impact of the 
IAPT service in one London borough, this project aims to ascertain GPs’ satisfaction
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with the service provided by the Psychological Therapies and Wellbeing Service 
(PTWbS). The PTWbS delivers IAPT provision in the borough, using a centralised 
referral system.
IAPT services need to “become an integral part of the wider fabric of health 
services” (DH, 2010, p. 14) to enable them to improve the quality and accessibility of 
psychological therapy in primary care. This insight into GPs' views, in addition to the 
patients’ experiences, is essential to help understand how successful the interface 
with primary care is, to provide effective person-centred care, and to justify IAPT 
economically. For the service to be effective in meeting the needs of patients, GPs 
must be consulted, as they are uniquely placed to consider the outcomes of those who 
do not receive treatment, as well as those who do. This area of outcome measurement 
has been neglected in routine measures to date, but is nonetheless important in the 
successful roll-out of IAPT services.
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OBJECTIVE, AIMS AND RESEARCH QUESTIONS
Objective
Objective: to ascertain how satisfied GPs are with the PTWbS.
Aims
Aim: to identify gaps in provision or areas for improvement, and to identify strengths 
in order to capitalise on these and share as good practice.
Research questions
1. How satisfied are GPs with the PTWbS overall?
2. What aspects of the service are GPs dissatisfied with and how do they think these 
could be improved?
3. What aspects of the service are GPs satisfied with and what can the service do to 
build on these?
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METHOD
Design
The study was conducted using a survey developed in conjunction with the PTWbS 
and key stakeholders in the Primary Care Trust (PCT).
Ethical approval
Ethical approval was not required as it is a service evaluation.
Sample
The email was sent to 88 Senior Partners and 47 Practice Managers, rather than all 
GPs in the borough, as there was a problem in communication between my contact in 
the PCT and the administrator sending the email. It was not possible to ascertain the 
precise number of GPs in the borough, but it is approximately 400. It is not clear how 
many of these GPs received the survey.
The borough consists of three clusters, differing in terms of allocation of resources 
and demographics. The take-up of the service and screening appointments attended 
by patients also differs; it is not the largest cluster that is considered to use the 
service most effectively at present. In light of these differences, the service was 
interested in the differences in satisfaction between the clusters (PTWbS Joint 
Clinical Lead, personal communication, March 2010).
Measures
A questionnaire was developed after consultation with the clinical leads of the 
PTWbS, and some other IAPT providers in London. It was developed from scratch 
as no appropriate published questionnaire for use with a GP population was found.
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Searches were carried out on Psychlnfo, using a variety of search terms including 
GPs, questionnaire, satisfaction, survey, evaluation, psychological therapies -  and 
combinations of these. It seems likely that measures have been developed by 
individual services and therefore exist only in the grey literature.
One IAPT service that was consulted had carried out a similar survey, also developed 
from scratch due to the lack of standardised questionnaires. They helped to 
contribute ideas, particularly inclusion of items to assess their satisfaction with 
clinical outcomes and feedback from the PTWbS (Specialist Lead, Research and 
Development, in a London IAPT service, personal communication, March 2010). A 
Clinical Governance Workgroup meeting, including lead GPs from each cluster, 
discussed an initial draft. They recommended emailing all GPs in the borough, to 
avoid placing an unnecessary burden on Practice Managers (unfortunately, as noted 
above, this did not happen).
The questionnaire was short (see Appendix 1) in order to increase response rate 
(Roszkowski & Bean, 1990). Questions used a 5-point likert scale with a neutral 
mid-point and included space for comments, as in the example of question 3:
3. How satisfied are you with information available about the service?
1 2 3 4 5
□ □ □ □ □
Very unsatisfied Neither satisfied Very satisfied
nor unsatisfied
Any comments? ................................................ ..........................
Open-ended responses were encouraged, as service evaluation is improved by using 
qualitative approaches in combination with quantitative methods (Powell et a l,
2004) to identify “areas of dissatisfaction possibly overlooked”.
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Procedure
The survey was emailed with a 2-week deadline for responses (see Appendix 2). 
Email reminders were sent after 6 and 12 days. Consultation with the Clinical 
Governance workgroup prompted reopening of the survey for a further 4 days.
Analysis
Closed responses were analysed using SPSS (SPSS, 2008), looking at the sample as a 
whole and considering each of the clusters separately. The likert responses were 
treated as ordinal (Jamieson, 2004) and were also reduced to 3 categories: positive, 
neutral and negative for comparison. The low response rate and resultant small 
sample size precluded the use of more in-depth quantitative analysis.
GPs’ comments were analysed using thematic analysis, chosen in preference to 
content analysis it was important not to give more value to “a ‘part meaning’...just 
because it occurs more times” (Holloway and Todres, 2003, p.350) but to consider 
these in the context of the whole text.
110 Research Dossier
RESULTS
There were 38 responses (34 in the first 2 weeks, 4 more when the survey was 
reopened); 33 completed online and 5 completed and returned by email. It is difficult 
to estimate the response rate, as the email went to 135 individuals, but may have 
been forwarded onto some GPs in their practices. However, it is likely that it is 
somewhere between 10% (if forwarded to all possible recipients) and 28% (if 
forwarded to no further recipients), which was lower than expected, given that the 
survey presented GPs with an opportunity to express their views.
The sample was unevenly distributed across the three clusters, as shown in Figure 1, 
as the majority of the respondents came from the second-largest cluster, cluster 3.
The majority of the sample, 78.9%, was aware that the service used to operate under 
a different name, PTIPC.
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Figure 1: Pie chart to show distribution o f the sample across the three clusters
When ratings were recategorised into ‘unsatisfied’, ‘neutral’ and ‘unsatisfied’, results 
showed that for many aspects of the service, around half of respondents were 
unsatisfied (see Table 1). However, results regarding clinical feedback and outcomes 
showed that less than 25% were unsatisfied. Modal responses indicated that GPs 
were on the whole somewhat dissatisfied or returned a neutral response.
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Table 1: Modal ratings for questions 3, 4, 5, 6, 7 and 9
Question Nt Mode Min Max % unsatisfied
Q3. How satisfied are you with 
information available about the  
service?
38 2 1 5 50
Q4. The average waiting time 
from referral to  first screening 
appointm ent is currently 2-3 
weeks. In your view, how  
acceptable is this?
37 2 1 4 52.6
Q5. How accessible do you find 
the referral pathway?
37 3 1 5 47.4
Q6. How helpful do you find the  
clinical feedback from the 
service?
36 3 1 5 23.7
Q7. How satisfied are you with 
clinical outcom es of patients 
referred to the service?
36 3 1 5 23.7
Q9. Overall, how satisfied are 
you with the service?
37 1 &3 1 5 47.4
fOne GP only completed the first four questions before abandoning the survey. There were 
four missing ratings from different individuals, one each for questions 2, 4, 6 and 7.
Results by cluster
Comparisons between all clusters were not possible due to the small sample size. 
However, medians were compared between clusters 1 and 3, with little evidence to 
suggest a difference between the clusters (e.g. for overall satisfaction: U=9, z=-1.51, 
p=0.13, r=-0.25). Full Mann-Whitney results are given in Appendix 3 along with 
modal ratings and percent unsatisfied by cluster.
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Thematic analysis
I1 used a ‘contextualist’ approach, allowing me to “reflect reality and to unpick or 
unravel the surface of'reality'” (Braun & Clarke, 2006, p. 81) and to extend my 
analysis beyond the semantic level to consider latent themes. My analysis is 
primarily inductive, to consider the phenomenology of GPs experiences, though my 
own personal opinions and professional position working in a secondary care service 
will have affected my interpretations. This position outside the PTWbS reduced 
possible conflict of interest, but I was still mindful of the position of GPs, and the 
challenges they face in managing the care of all patients, whether treated by the 
service or not.
All comments were combined for analysis, grouped by respondent ID2, and initially 
four themes were identified. One theme explained very little data, whilst some 
sections of data were better explained by a new theme (see Appendix 4 for thematic 
maps at each stage). This was refined to combine three themes into one new theme, 
resulting in two final themes, represented in Figure 2.
1 I am using the first person in my discussion of the qualitative component of the analysis, as it helps 
me to acknowledge my ‘responsibility’ for the ‘creative activity’ of analysis (Foster & Parker,
1995, p. 165)
2 Responses were grouped by respondent ID (randomly generated by the online survey software) 
rather than by question as interpretation of individual comments by GPs was better contextualised 
by seeing them in relation to their other comments, and comments were often unrelated to the 
actual question asked, but were more general.
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Figure 2: Final thematic map
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The first theme is that ‘GPs expect more of the service’. They described the waiting 
time as “completely unacceptable” (1062591326 -  see Appendix 5 for full text of 
comments) and suggested that the service should “make the access quicker and the 
waiting time for therapy MUCH quicker” (1061336955). One GP described their 
patients’ views, saying “they want to be seen as soon as the referral is done” 
(1070883278).
Dissatisfaction with accessibility encompassed other concerns, including a sense of 
“general unhappiness with the idea of (totally unnecessary- as we have done a very 
thorough screen already and know the patients and available treatment options far 
better) telephone screening with a stranger for a vulnerable group of patients!” 
(1070795475). This affect-laden comment made me aware of the emotional content 
of many comments. There seemed to be a perception that GPs’ professional 
judgement was questioned, and their opinions discounted. Many GPs were keen to be 
given “greater autonomy...in terms of determining access to services” (1074762663). 
They seemed to feel disengaged from the PTWbS itself, and this became the second 
overarching theme. GPs’ lack of a sense of control, in that “the GP can no longer 
individualise care” (1072357989) went along with a sense that “the whole service 
seems to have severed itself from general practice” (1062591326).
GPs seemed to expect the service to provide a ‘catch-all’ for patients not accepted at 
secondary care level, prompting many to express dissatisfaction at the lack of an 
‘urgent’ service. One GP expressed frustration at the fate of patients, for whom the 
service is perhaps unsuitable, saying “numerous patients don’t manage to phone w/i 
2w, so are discharged, they rtn to us, we re-refer, they don’t phone, are discharged3” 
(1059142508).
3 Comments have been included verbatim, with only obvious typographical or spelling errors 
corrected
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Feeding into both of the main themes was poor communication, with one GP 
suggesting that “sometimes being able to talk directly” would help to know “what 
progress the patiennt (sic) was making” (1059127937). I had an overall sense that the 
service was not meeting clinical needs of patients or professional needs of GPs 
themselves, as one says it is “difficult to gain...support for people who’ve been 
rejected as referral from cmht” (sic)(1067357557).
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DISCUSSION
The results show that around half of GPs surveyed are dissatisfied with several 
aspects of the service, whilst less than 25% are dissatisfied with clinical feedback 
and outcomes. Modal responses showed dissatisfaction or a neutral response.
This is encouraging with regard to patient outcomes, but suggests that the service 
provided to the GPs themselves is lacking in terms of information provided, 
accessibility and waiting times.
Unfortunately, due to small sample size it was not possible to compare all the 
clusters, but it is interesting to note that more than half the respondents came from 
the second largest, cluster 3. In comparing clusters 1 and 3, there was little evidence 
to suggest any difference in their median responses, though it would be interesting to 
look at this and any differences between percent unsatisfied with a larger sample.
The two main qualitative themes encompass a range of areas, many of which would 
be best addressed by improved or additional channels of communication. This would 
encourage collaborative working and would help GPs to feel more connected to the 
service. It may also help GPs to manage the care of those patients who return to them 
still in distress after treatment, or who never access treatment.
Better communication would also help to manage GPs own expectations of the 
service provision, enabling them to manage the expectations of their patients, and the 
emotional burden of negotiating between patients and colleagues in the PTWbS. 
Improving communication at all stages of the process may help GPs to feel that their 
professional opinion is respected and taken into account, and could help to improve 
the appropriateness of their referrals.
It seems important to consider the GPs’ views in the context of the organisational 
change with the introduction of IAPT services, which was largely imposed on GPs. It 
is interesting to note that openness to change in the workplace has been found to be
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associated with information received about the changes, self-efficacy for coping with 
the changes and participation in the change process (Wanberg & Banas, 2000). This 
indicates that when GPs feel that there is an external locus of control they are less 
satisfied with changes, and therefore suggests that involving GPs in service 
development and keeping them informed is vital.
Limitations
The generalisability of the findings is very limited due to the small sample size and 
the likelihood that many of the respondents will have been Senior Partners or 
Practice Managers, rather than other GPs in the practice. Additionally, using email to 
send it out may have restricted the sample to those who are comfortable with an 
online or electronic version of the survey. There were also a large number of ‘neutral’ 
responses, which made comparisons of modes and medians less informative, so using 
a 4-point likert scale would have been better.
Questions tapping into GPs’ views, expectations and experience would have enabled 
a better interpretation of the data as “Whether one is “ satisfied” with a service is 
dependent as much upon one’s personal expectations of that service as it is upon 
one’s direct experience of it” (Powell et a l, 2004, p. 14). Those GPs who wanted to 
voice their dissatisfaction were perhaps more likely to reply than those who are 
happy with the service which limited data about the strengths of the service
Implications
There are implications both for service development and for future research. In terms 
of service development, better communication, to help GPs understand the service 
provision, rather than feeling disconnected and frustrated seems crucial. At present, 
GPs’ views are represented by lead GPs who are seen as ‘on-side’ and positive about 
the PTWbS. It would be useful to ensure that the wider views of GPs are represented, 
perhaps by IAPT workers regularly visiting GPs’ surgeries for discussion and to
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disseminate information.
The low response rate suggests it would be good to find another way of eliciting 
GP’s views, perhaps by telephone interview or focus groups, which would also 
enable consultation with GPs as to the best ways of improving communication. This 
survey, adapted to take account of limitations mentioned above, should be used 
regularly to monitor changes in GPs’ satisfaction and to review this in light of 
changes to the service, such as the roll-out of a self-referral system. This would be a 
useful direction for further research to improve representativeness and draw stronger 
conclusions.
“IAPT cannot succeed in the longer term without local systems taking a forward- 
thinking view” (DH, 2010), so insights gleaned from canvassing GPs’ views are vital 
in developing and maintaining a smooth care pathway. As the roll-out of IAPT must 
be taken forward by individual Strategic Health Authorities, it will be important to 
make the case for further investment in local IAPT services. The GPs themselves are 
key stakeholders, especially in light of the likelihood that the upcoming NHS white 
paper will place GPs at the centre of commissioning itself (‘NHS shake-up’, 2010).
Dissemination
I presented the findings to the Clinical Governance workgroup on 25 August and 
discussed implications and possibilities for service development and future research.
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APPENDICES
Appendix 1: Word version of survey & example screenshots of online version
czza
M eo to ! H to l’. r  N! =S V an!
How are we doing?
We want to know what you think -  your honest feedback  will 
help us to improve the service and build on our strengths.
IAPT (Improving Access to Psychological Therapies) Psychological 
Therapies and  Wellbeing service offers a  variety of evidence-based psychological 
treatments for com m on mild to m oderate emotional problems such as anxiety, 
depression, phobias, obsessions and  traumatic stress.
Your answers will b e  anonymised, and  the d a ta  will b e  stored within the 
Psychological Therapies and  Wellbeing service. Results will b e  reported as overall 
feedback, with no individuals being identified, although anonymised quotes may 
be used.
1. Please select the cluster that your surgery is located In:
B
2. Are you aware that the IAPT Psychological Therapies and
Wellbeing Service was previously known as PTIPC?
□  Yes
□  No
3. How satisfied are you with information available about the service?
1 2  3 4 5□ □ □ □ □
Very unsatisfied Neither satisfied Very satisfied
nor unsatisfied
Any comments? ........................................................................
4. The average waiting time from referral to first screening appointment is 
currently 2-3 weeks. In your view, how acceptable is this?
1 2  3 4 5□ □ □ □ □
Very unaccep tab le  Uncertain Very a c ce p ta b le
Any comments? ..........................................................................
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czza
M e n ta l  Ïl«< ïlth  MHS T ru t t
5. How accessible do you find the referral pathway?
1 2 3 4 5
Very inaccessible Uncertain Very accessib le
Any com m enrs*
6. How helpful do you find the clinical feedback from the service?
1 2 3 4 5
□ □ □ D □
Very unhelpful Neither helpful Very helpful
Any com m ents?
nor unhelpful
7. How satisfied are you with clinical outcomes of patients referred to the
service?
1 2 3 4 5
□ □
□D
□
Very unsatisfied Neither satisfied Very satisfied
Any com m ents?
nor unsatisfied
8. If you could change anything to Improve the service, what would It be and 
why?
9. Overall, how satisfied are you with the service?
1 2 3 4 5□ □ □ □ □
Very unsatisfied Neither satisfied Very satisfied
nor unsatisfied
The service is in the  process of launching a  self referral (open access) service. 
Information a b o u t this new  service, including patient leaflets, posters a n d  referral 
information for primary c a re  staff, is being distributed to  GR prac tices during May 
a n d  June.
For further information a b o u t the  service p lease  visit the w ebsite or g o  to the  Trust 
w ebsite, call the  service on 020 or email
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Example screenshots:
czza
M e n ta l  H e a lth  N K 5 T rust
3lAPT Psychol<^cai Therapies and Wellbeing Service
The sctvice
1. P lease se le c t  th e  cluster that your surgery is located  in:
2. Are you aware th at th e  
known a s  PTIPC?
J  Yes 
J N o
IAPT Psychological Therapies and W ellbeing Service w as previously
3. How satisfied  are you with inform ation available about th e  service?
3  -  N e ith e r  
2 s a t is f ie d  n o r
u n s a tis f ie d
l  -  Very 
u n s a tis f ie d 5 -  V ery  s a t is f ie d
Satisfaction: " L f
A ny c o m m e n ts ?
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ËZ
Mental Health NHS tru s t
. Feedback and ourcomes
6 7 %
6 . How helpful do you find th e  clinical feedback from th e  service?
3 -  N e ith e r  helpful 
n o r  unhelp fu l
1 -  V ery  unhelp fu l
Any c o m m e n ts ?
7 . How satisfied  are you with clinical outcom es of patients referred to the service?
3  -  N e ith e r 
2  sa tis f ie d  n o r  4
______________________________________________________ u n sa tis f ie d
g# ""
Any c o m m e n ts ?
1 -  Very 
u n sa tis f ie d
| Previous | [Next |
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Appendix 2: Text of initial email sent to GPs
Dear Colleague,
What do you think of the IAPT (Improving Access to Psychological Therapies)
Psychological Therapies and Wellbeing service (PTWbS)?
Please take 5-10 minutes to complete our short survey - give us your opinions and 
help us to improve the service. Your response will be anonymous and your input is much 
appreciated.
You can complete our survey online at: h ttp s://w w w .su rveym on k ev .eom /s/_______
IAPT or fill in the attached word document and email it back to or
post it to the following address:
GP IAPT Questionnaire
London
We would be very grateful if you could get your response to us by the end of Friday 28 
May at the latest.
Thank you for taking the time to read this and complete the survey.
Best wishes.
Consultant Clinical Psychologist Trainee Clinical Psychologist
Joint Clinical Lead Surrey University
IAPT PTWbS
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Appendix 3: Full results by cluster
Table 2: Mann-Whitney tests comparing median ratings between clusters 1 and 3
Question
Mann-Whitney test
N U z P r
Q3. How satisfied are you with 
information available about the service?
34 103.5 -1.31 0.19 -0.22
Q4. The average waiting tim e from 
referral to  first screening appointm ent is 
currently 2-3 weeks. In your view, how  
acceptable is this?
33 125.5 -0.29 0.78 -0.05
Q5. How accessible do you find the  
referral pathway?
33 107.0 -0.97 0.33 -0.17
Q6. How helpful do you find the clinical 
feedback from the service?
32 116.0 -0.40 0.69 -0.07
Q7. How satisfied are you with clinical 
outcom es of patients referred to the  
service?
32 111.5 -0.50 0.62 -0.09
Q9. Overall, how satisfied are you with 
the service?
33 93.0 -1.51 0.13 -0.26
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Table 3: Modal ratings and percent unsatisfied by cluster for questions 3, 4, 5, 6, 7
and 9
Cluster
Question 1 2 3
N Mode % un­
satisfied
N Mode % un­
satisfied
N Mode % un­
satisfied
Q3. How satisfied 
are you with 
information 
available about the  
service?
14 3 28.6 4 4 50 20 2 65
Q4. The average 
waiting time from 
referral to first 
screening 
appointment is 
currently 2-3 
weeks. In your 
view, how  
acceptable is this?
14 2 57.1 4 3 50 19 2 63.2
Q5. How
accessible do you 
find the referral 
pathway?
14 2 50 4 3 75 19 1 57.9
Q6. How helpful 
do you find the 
clinical feedback  
from the service?
14 3 28.6 4 4 25 18 3 22.2
Q7. How satisfied 
are you with 
clinical outcom es 
of patients 
referred to the 
service?
13 3 23.1 4 1 50 19 3 21.1
Q9. Overall, how  
satisfied are you 
with the service?
14 3 35.7 4 4 25 19 1 63.2
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Appendix 4: Thematic maps, progressing through the phases of analysis
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Appendix 5: Text of GPs qualitative responses
1080176789
too many forms to fill
quick and efficient service needed
1078262594
could do with more credit sized cards to give to pts
better compared to previous length of wait, but ideally could be better
Would be useful if CMHT and PTiPC could inter-refer and liaise better
1078198983
1. Make the referral process easier for the patients
1078115990
• Long wait.
• Less waiting time
1075854355
• I have had patients waiting 4 weeks. I think it needs to be 1-2 weeks.
• Improve the waiting time for face to face help-it is 4 months at present which 
is unacceptable
1074792040
1. Better Communication
1074762663
1 : We believe that first screening should be undertaken more quickly.
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2: Patients can have problems however with either getting through or 
communicating with the person doing the assessing.
3 : It would be helpful to get information more swiftly and making sure info 
from assessments comes back.
4: Provide greater autonomy to GPs in terms of determining access to services. 
Ensure that you get regular feedback. Ensure that you are providing 
administrative support for all practices for patients stepped up and waiting to 
see in house psychologist.
1074271432
1 : I realise this is realistic, but people are often seeking help in a crisis and feel 
the need to talk at length more quickly than hs.
2: The initial process is accessible for me, I don't know what this question 
means, do enough people get to see the most suitable therapist, I think 
probably not, there are not enough of them.
3 : The people who see the in house counsellors do get a good service that 
mostly helps a lot. I am uncertain about the rest.
4: More actual one to one counsellors, as people may not find the written or 
computer based help ideal when the feel the need for emotional support.
1074007785
•  no comments
1072357989
•  Unable to priorities need. Lots of people never make it through the system 
Lack of control
•  No flexibility. Some patients need urgent counselling. Others need to wait 
>3weeks while their depression is treated. The GP can no longer 
individualise care.
•  Return to previous direct referral within the practice. The current system is a 
huge waste of time/money/effort.
1070883278
•  The new system is not helpful for patient as the surgery have to fax the 
referral and they have to select which patients they wants to see. Some 
patient are not happy about this as they wants to be seen as soon as the
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referral is done.
•  To my view it takes more than that and some patients do not hear at all form 
them.
•  The old referral system is better than this new one.
•  I think as the surgerys has their own psychologists inhouse as soon as the GPs 
see a patient, they should be booked straight away with the psychologist.
1070795475
•  our practice has over 10,000 patients and I have a huge amoutn of negative 
feedback about people not being called back when they were told they would 
be, lack of flexibility re times of interview and general unhappiness with the 
idea of (totally unecessary-as we have done a very thorough screen already 
and know the patients and available treatment options far better)telephone 
screening with a stranger for a vulnerable group of patients!
•  I have written copious complaint letters with referance to speicif cases 
already- our IAPT service is NOTHING like the pilot run in Essex where 
there was 1 consultant psychologist per 1000 patients-interviewed by the 
staff. The service is only as good as those that run it and I have to say our 
IAPT service falls sadly short here and we are very unhappy with it all round 
for several reasons!
•  as a group practice with a lot of psychiatric experience, the service IAPT 
locally offers us is clearly poor. A graduate psychologist even with feedback 
is not suitable for tier 3 patients!
•  those that get to see our in house psychologist get an excellent
service other than a unecessarily long and doubled up screening process and 
long waiting time, but are happy to accept this poor service for the chance to 
see her at the end and she is excellent.For all the others it is unhelpful, as the 
class of patients we refer usually require 1-1 therapy and options such as 
computerised work and group work have already been explored by our 
selves. Accessing only CBT and with the paucity of CMHT and specialist 
services available and lack of choice generally in psychiatric service s (eg my 
patients are unable to request specialist referral to groups at the etc-
though in any other speciality they can be seen at any hospital or by a doctor 
of their choice), it is already a very poor service and to further limit is is 
really unnacceptable. In no other speciality is there such a discrepancy 
bewteen what is available privately and on the NHS in gynaecology or 
neurology a patient will often see the same consultant and have the same 
procedure/treatment but within a private setting for speed/convenience- in 
psychiatry the 2 options are worlds apart!
•  would commission the whole of mental health and access our own services 
from better providers! With consultants and therapists of our choice offering
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•  services tailored to suit our patients, not forcing them down a pathway of 
poor service with no choice!
1067665469
•  Should be given priority
1067426516
•  no comments
1067392824
•  no comments
1067357557
•  it only really covers mild disease . difficult to gain access/ help support for 
people who've been rejected as referral from cmht but too unwell / or very 
specific psychological needs taht aren't covered by such a service
•  not sure how beneficial the screening is for some of our patients
•  is there feedback ???
•  not covering needs of patients
•  an inbetween assesment for patient with mental health problems that is not 
deemed bad enough for psychiatric involvement but is not suitable for general 
counslleing . area: severe anxiety ; claustrophia.; social phobia; body 
dyspmorphia, eating disorders -
1067081651
•  patients are returned to GP after 6 sessions and it is very difficult to get them 
to any further support therapy, their problems seem unchanged by counselling 
- not sure of benefit really
•  think it acceptable waiting time, am ever disappointed by DNA's after telling 
GP how urgently they need to see someone.
•  think open referral by patient/users of service will be wonderful, cutting out 
middle man (GP)
•  nice to know what psychologist has suggested and outcome, also when
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patient comes back to us we have your suggested plan, all too often the 
patient is unchanged but has taken his allocation of sessions.
•  Not great positive intervention but maybe their problems are unsurmountable 
by any of us. Easy issues are probably self limiting anyway.
•  self referral by patient, greater number of sessions offered and ability by 
psychologist to refer patients on to CMHT directly if not helped by them. 
Plus CMHT not only seeing very tight range of patients despite failure in 
primary care as a whole to make positive intervention.
1064153469
•  But it is still too slow
•  Speed it up
1063230199
•  Not enough information about the changes
•  As wait for further services so long not sure what would be considered 
acceptable, access to screening within days then months for counselling 
seems inappropriate as well
•  If patients can self refer this makes access much better and patient able to 
take ownership
•  When from counsellor located in surgery. Less helpful when patients just 
referred for on line cbt - not always clear why different patient get through to 
different services
•  Very satisfied by clinical psychologist in practice but feel rest of service has 
not really proved any worth.
•  Patients needing to be seen by psychotherapist /counsellor seen in timely 
manner
1062591326
•  The whole service seems to have severed itself from general practice
•  This is not borne out by my experience
•  Frequently have to chase up referrals, patients cant get thorugh and messages 
go unheard.
•  It takes so long for patients to be seen that one loses track of ehat is 
happening by the time they come out the other side..
•  Speed: the waiting time is completely unacceptable and I dont see that 
anything has improved through tel. triage, patients find the tel. calls intrusive.
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1061495941
•  It is easy to refer but patients find it very inaccessible, complicated, 
inflexible, confusing and slow and we have a high percentage who opt out 
just because they find the referral process to difficult to negociate, though of 
course my cynical view is that that was probably the intention
•  Those who get to see a pyschologist generally find it helpful.
•  The ability to bypass some stages of the process on the basis of clinical need 
should be part of the system, even if it is just the ability to speak to someone 
with some authourity. A great many patients, particularly those with moderate 
depression find it very difficult to have to go though their story several times, 
and over the phone rather than face to face, and drop out as a result even 
before they've seen a therapist. I feel the moderate - high risk vunerable group 
are particularly ill served as we can no longer refer them to the CMHT and it 
is very very difficult to get anyone seen urgently
1061372782
•  in some cases may request earlier assessment
1061336955
•  It is a cumbersome system for patients and the waiting time for therapy is far 
too long
•  Few of my patients have yet finished a course of treatment
•  Make the access quicker and the waiting time for therapy MUCH quicker
1061329885
•  Had not received information that the name had changed from PTIPC
•  It seems that in fact it takes much longer for patients to get their first 
assessment appointment and then have to wait again for weeks if being 
referred to a psychologist.
•  Many of my pateints have been unable to get through on the phone and have 
left messages but do not get called back. Very difficult for patients who are 
already struggling with depression.
•  More efficient turn around of referrals. Better telephone system so not always 
speaking to an answer phone.
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1061201818
•  Some patients have more urgent needs, this is not catered for
•  Fewer assessments, only do a phq9 if it is appropriate
1060969860
•  The only information we have had about the service was through our in- 
house counsellor who has recently been replaced. I would prefer some 
direct mailings regarding the service including information taht can be given 
to the patients
•  The screening appoitment shpuld be much quicker to identify those patients 
with higher needs
•  Not sure what you mean, wwe have saved the forms on our intranet and have 
recently been informed patienst can self refer
•  I have never recived any clinical feedback excpet for patients not engaed with 
the service
•  I have no information regrading this yet
•  Quicker assessments as described previously Notification of the treatment 
pathway the patient has ben entered into, this would help our interactions 
with the patienst and also enable us to audit/review our referrals
1060471535
•  patients find it difficult to make contact as some are depressed and lack the 
motivation to call
•  easier referral pathway and clear guidance for patients how to access the 
service
1059648136
•  Evening sessions, working patients prefer evening sessions
1059547868
•  Better screening of referrals, shorter length of time from screening to therapy 
1059299444
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•  Increased number of psychotherapists
1059258610
•  More reliable telephone service
1059142508
•  patients are very keen to start therapy and they usually find that this wait until
only hte screening call is very disappointing
•  rigid, inflexible, no room for clinical discretion
•  Numerous patients don't manage to phone w/i 2w, so are discharged, they rtn
to us, we re-refer, they don't phone, are discharged - a v frustrating cycle
•  Refer directly to counsellors
1059127937
•  In most cases this is acceptable but there are some clients where a rapid 
response - within 24 - 48 hours would be helpful, e.g. acute emotional / 
psychological crises - in general practice we often find ourselves having to 
offer support and counselling at the time of urgent presentation.
•  Faxing a referral through seems to work OK. Sometimes being able to talk 
directly - particularly if there is a high degree of urgency or to check out the 
appropraiteness of a referral - would be helpful
•  Feedback is helpful on clients who are seen. Notification that the client has 
not opted in leaves me wondering what action I should take next - should I be 
trying to contact the patient myself?
•  I think the patient is in a better place to judge this.
•  I still prefer a model where there is direct contact with the counsellors 
themselves. We have worked with excellent counsellors based in the surgery 
for a number of years. This gave us more opportunity to discuss patients and 
there was agreater sense of knowing what progress the patiennt was making. 
Hwever there was always a demand for the service that exceeded the 
availability of counsellors. Although the initial assesment occurs relatively 
quickly the time to face to face counselling / therapy could be shortened. I 
note the plan to launch a self referral service which sounds good. My concern 
would be that this may increase the demand and delay / restrict availability of 
the service to those most in need? Will this be assessed in any way?
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1 email
•  Can vary as to what info you get back, the faxes sometimes do not come 
through so patients have been missed. The faxes cancan at times not be clear 
e.g. who the patient is or the recommended treatment
•  More qualifyed Psychologists, the High Intensity Therapists are limited to 
what cases they can take.
2email
•  It would be good to keep GPs informed about wait time as I thought it was 
much shorter than this and tell my patients. It's OK if we are kept ingformed.
•  It does take a long time to explain service and complete all the forms and 
emphasise the need to phone to opt in and within 2 weeks. Groups sessions 
seem to have long waits
•  Information OK but sometimes takes a long time to receive clinical feedback
•  Patients who found Level 2 services appealing (we don't use Level 3 as have 
own counslloe in house) it is satisfactory. Some people seem to have had 
trouble engaging and find telephone assessment difficult.
•  It is a fast developing service and for this it is doing very well, especially 
inclusion of work specialists and open access by self-referral. I seem to not 
find too many patients whose needs would be met by Level 2 services and 
need counselling for more complex issues.
3 email
•  Free counselling for all - patients are surprised they have to pay 
4email
•  This is not the case with our patients - more like 6 weeks!
•  it is often difficult for patients who are depressed to ring some random 
telephone number and get someone who often does not have English as their 
first language and who does not know them
•  I have yet to see any with the exception of clinical feedback from our 
excellent psychologists based in the Prtactice
•  it is difficult to audit this.
•  Allow GPs to assess their own patients and decide who should be referred to 
your service and who should be discussed and seen by psychologists 
working in the practice.
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5 email
•  Patients often want more from the service
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ABSTRACT
Objectives
This research uses a new, semi-idiographic measure of shame in adolescence, the 
Shame Scale for Adolescents (SSA), to measure shame-proneness in adolescence and 
assess the experience of shame in adolescence. The new measure is validated against 
an established measure, and then gender differences in shame and links between 
shame and social anxiety are considered.
Method
Using a community sample of adolescents, data was gained from 642 participants to 
validate the SSA using factor analysis (including data from 219 participants collected 
by colleagues). Of these participants, 423 also completed 5 other questionnaires, and 
data was gained from them to conduct correlations and t-tests to consider the 
relationship between shame and other relevant constructs, and also to look into 
gender differences. Participants were debriefed following completion of the 
questionnaires and also sent information following completion of the research.
Results
The factor analysis resulted in a 19-item version of the SSA which consists of 3 
factors: Negative Evaluation of Self, Outward Expression, and Internalised Affect. 
These factors delineate the subscales of the SSA. The SSA was found to be reliable 
and valid in this sample, when compared against the Test of Self-Conscious Affect 
for Adolescents (TOSCA-A) and other measures of affect, self-esteem and anger. 
Shame in adolescence was found to be associated with all types of anxiety and girls 
were found to be more shame-prone, or more likely to report shame, than boys.
Conclusions
This study has provided evidence to support the reliability, validity and utility of the 
SSA in future research and clinical practice. Expected associations with low self­
esteem, negative affect, anger and anxiety were evident, and gender differences in 
proneness, reporting and/or experience of shame were indicated. There are many 
promising areas for future research into shame in adolescence in which the SSA 
could be effectively employed.
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INTRODUCTION
Adolescence is a crucial period of change and development in an individual's life, 
when they develop a more coherent sense of their identity, start to differentiate more 
fully from their parents and place more value on peer relationships, and develop a 
sense of sexual identity (Erikson, 1950/1995). Erikson saw this stage of identity 
development as being a bridge between childhood and adulthood and he believed 
that adolescents are 'primarily concerned with what they appear to be in the eyes of 
others as compared with what they feel they are' (p.235, Erikson, 1950/1995). This 
self-consciousness, and striving to differentiate and understand the self in relation to 
others, makes adolescents particularly susceptible to the self-conscious emotions, 
such as pride, shame and guilt. Adolescence can be understood as a salient time to 
consider shame and its relation to self-esteem and psychological well-being.
As proneness to shame is implicated in low self-esteem, and psychological disorders 
such as depression and anxiety (Tangney, Wagner & Gramzow, 1992), it is important 
to look in more detail at the development of shame, its prevalence in adolescence and 
its relation to overall well-being. Adolescence is a critical time to explore proneness 
to shame as it can have enduring ramifications for future wellbeing. In the current 
context, mental health in young people is a priority for intervention, as the No health 
without mental health' (Department of Health, 2011) strategy document points out 
that behavioural and emotional problems in young people are becoming more 
prevalent. The need to intervene in the lives of young people to stop 'perpetuating 
cycles of inequality through generations' (p.9) is highlighted, as well as the 
importance of intervening early in order to improve lifetime health and well-being.
In this paper, shame will be considered in a developmental context, defined in terms 
of the nature of shame, and its development, causes and functions. The significance 
of adolescence as a highly shame-prone time of life will be explored and gender 
differences considered. Finally, the relationship between shame and various
152 Research Dossier
psychological disorders will be looked at in the context of empirical work to date4. 
This paper will provide reliability and validity data for a new measure of shame in 
adolescence and will look in particular at evidence for a relationship between shame 
and social anxiety in adolescence.
W hat is shame?
In order to understand and measure shame in adolescence it is crucial to define 
clearly what shame is. Without this clear understanding, it would be impossible to 
establish the reliability and validity of the measurement of shame, nor would it be 
possible to consider the links between shame and other psychological constructs. 
However, defining shame is not straightforward as different schools of thought have 
provided different accounts of its nature and development. The literature on shame 
spans psychology, sociology and anthropology, but it is not within the scope of this 
review to consider all of these; the focus will be on psychological theories of shame. 
Here, contributions from the functionalist, object-relational and cognitive- 
attributional schools of thought are critically evaluated and a working definition is
arrived at.
Functionalist
The functionalist perspectives are based on Darwin's theory of evolution and are 
based on the idea that emotions serve a function and are adaptive to the individual. 
This helps to explain the presence of negative emotions as regulatory processes 
which enable individuals to work towards evolutionary goals. Tomkins (1963) 
developed affect theory, in which innate affects are the primary motivator of 
behaviour, and serve to promote key evolutionary goals. According to affect theory, 
shame is an innate affect, directly triggered by an 'incomplete reduction of interest or
4 The search strategy for the literature review in this introduction is given in Appendix 1. 
i z'i Research Dossier
joy' (p.353). In affect theory, therefore, shame is triggered by changes in the 
biological affective response as a result of an attenuation of interest or joy. This can 
be an external trigger, such as being looked at by a stranger, which does not require a 
conscious reflection upon the trigger, or later in development can be an internal 
trigger, such as a thought due to an internalised sense of shame.
Tomkins states that shyness, shame and guilt are all 'one and the same affect' (p,351), 
so are physiologically identical, but are distinguished by the conscious awareness of 
each experience. However, there are a number of difficulties with Tomkins' 
conceptualisation of shame. There is very little empirical support for his theory, and 
the evidence he gives is often confounded. For example support for his theory based 
on an individual observation was confounded by the early medical complications of 
the infant and the fact that the observation was not focused on shame. Experiments 
that he cites, based on eye gaze level, are assumed to measure levels of shame, but he 
acknowledges that eye gaze level of children and young people would be influenced 
by their height in relation to those around them. In addition, Barrett and Campos 
(1987) contend that there is not sufficient evidence to assert that facial expressions 
are characteristic features of shame, which challenges Tomkins' idea that shame, guilt 
and shyness are all identical at this level of affect. Indeed, as Tomkins states that the 
experience of shame as opposed to guilt or shyness is dependent upon the conscious 
experience of the affect, he effectively suggests that the conscious reflections on the 
experience are what allow the individual to experience shame. Thus, the idea of 
shame as an innate, biologically triggered affect does not hold up to scrutiny. In 
addition, Tomkins described shame as contingent on an attenuation of excitement or 
joy, but did not entertain the possibility that other affects such as anger, fear or 
distress might result from this experience (Kagan, 1984). He may therefore have 
attributed the more complex emotion of shame to very young children who may 
simply have been experiencing distress.
More recently, theorists have considered the evolutionary functions of shame by 
considering animal behaviour and looking at the similarities between what is seen as
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the typical behavioural response to shame, and the behavioural indicators of 
submission. Keltner and Harker (1998) describe the behavioural features of shame, 
such as a hunched posture, looking down or away, hiding or escaping. They review 
evidence that considers task failures and moral transgressions, suggesting that these 
behaviours are distinct from responses that might be expected as a result of sadness, 
embarrassment or guilt. Gilbert and McGuire (1998) conceptualise shame as a 
response to interpersonal threat, to avoid attack or detriment to social standing. They 
see shame as a submissive behaviour designed to avoid conflict and de-escalate a 
situation, thus maintaining social bonds and saving face. This is in keeping with the 
idea of emotions as goal-directed behaviour, based on the Darwinian notion that they 
must serve some adaptive function. Emotions thus serve a regulatory function, 
enabling an individual to achieve goals (Saarni, Mumme & Campos, 1998). An event 
must have been considered to be relevant to a goal of the individual, but Gilbert and 
McGuire (1998) state that this could be a conscious appraisal or unconscious 
(involuntary) reaction relating to an innate evolutionary goal, such as maintaining 
rank or status, which might enable an individual to acquire food or a sexual partner.
In Barrett's model (1995, summarised by Mills, 2005) shame is conceptualised as 
being motivated by maintaining social standards and submitting to others in order to 
seek continued acceptance by others and maintain self-esteem. This is similar to 
Gilbert and McGuire's conceptualisation. However, both assume that in all animals, 
including human infants, it is possible to experience shame involuntarily and 
unconsciously as a mechanism to preserve rank and social standing. It is not clear 
that the empirical evidence supports this, as much of it is from animal studies, and 
there is no way of knowing whether animals, or indeed human infants, are 
experiencing shame when they involuntarily display submissive behaviour such as 
looking down and moving away. It seems that an assumption is made that, because 
the behavioural response is similar, the emotion must be experienced as part of 
submission. However, it seems equally plausible that the emotional response that 
accompanies submission is fear, but perhaps there is a temptation to assume that 
animals are experiencing shame because cognitive appraisals of the situation might
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suggest that shame is appropriate.
Campos and colleagues do not view shame as an innate response to a situation, but 
suggest that shame emerges as a result of the appraisals and behaviour of significant 
others around an individual (Campos, Thein et ah, 2004). So, others' responses to an 
individual serve to regulate their emotions, but also to convert an initial affective 
response into a shame response as the individual develops. So, the precursors to 
shame might be disappointment, frustration or fear, which develops into shame when 
the appraisals of others, indicated by disappointment, anger or disapproval, are . 
internalised (Campos, Frankel et a l, 2004). They describe this process as analogous 
to the development of pride from initial feelings of joy: as the individual evaluates or 
internalises others' responses to their behaviour, so joy turns to pride.
Psychoanalytic/Object-relational
Although Freud wrote little about shame, focusing more on guilt, more recently 
psychoanalytic theorists have written about shame in some detail. Based on Freud's 
idea of the ego ideal, shame has been described as being caused by perceived 
differences between the ideal and actual self (Piers & Singer, 1953), which has some 
empirical support (Higgins, 1987). However, it has been suggested more recently, by 
taking a qualitative approach, that it is not the distance from an ideal self which 
triggers shame, but the proximity to an “anti-ideal” self (Lindsay-Hartz et a l, 1995). 
So, perceiving oneself as close to being something one does not wish to be, or 
believing that others see one in this light, might trigger shame.
The idea of shame as relating to how one sees oneself suggests a link between shame 
and identity development, which as Erikson said, makes adolescence a particularly 
important time to consider shame. Thrane (1979) suggested that shame can develop 
from failures to develop autonomy but also from failures to live up to the 
expectations of loved ones (such as parents or peers). He suggested that shame is 
therefore “an inescapable part of our humanity... a result of the construction of a
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coherent and estimable self’ (p321). Perhaps it would follow that the more that an 
individual's attempts to develop autonomy actually go against the expectations of 
loved ones, the more likely that individual is to be shame-prone. They may therefore 
develop internal working models of themselves as defective or 'unwantable' (Bowlby, 
1973).
The influential work ofH.B. Lewis (1971), who originally trained as an analyst, 
^served to make links between the affect theories of shame and the psychoanalytic 
interpretation of shame and also brought a new dimension to its understanding. She 
emphasised the importance of shame as a regulator of the attachment bond and saw it 
as a result of the 'loss of love' from a caregiver. So, in common with the affect 
theorists, she saw shame as innate and thought that it interrupted positive affect, but 
suggested that this was related to the attachment bond with the caregiver. Just as the 
child has established an expectation of attuned responding from the parent, the child 
begins to develop autonomy and, in so doing, begins to encounter misattuned 
responses from the parent as the process of socialisation begins. So, for example, as 
the child develops some autonomy, instead of its parent being in tune with its 
emotions and meeting all of its needs and wishes, the parent starts to say 'no' and to 
stop the toddler from always satisfying its curiosity. The parent therefore serves to 
modulate the child's experience, but also to help them to make sense of it.
Nathanson (1987) also looked at the attachment relationship, and quoted E.V.
Demos's assertion that the 'still-free' experiment (Tronick et a l, 1978) is evidence for 
shame being induced in infants by a break in attunement by the caregiver. Nathanson, 
drawing on ideas from affect theory, described this affect as 'proto-shame' (p. 23), 
which he said had no meaning for the infant. Instead, he suggested that this proto­
shame serves to enable the infant to disengage from something which interests him, 
and which he therefore cannot break away from voluntarily. Nathanson's ideas were 
in line with Kaufman's (1985) view that shame is caused in infants when an 
expectation of'mutuality' is not met, and later in development by others' negative 
responses to the self. As such he agreed with H.B. Lewis, and thought that causes of
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shame widen as an individual gets older, and that shame can be triggered by one's 
own beliefs or the 'parental voice' of an internalised other.
These theorists all describe the infant's early experiences of misattunement or lack of 
mutuality as triggering shame, but there is no conclusive evidence that suggests that 
the affective experience of the infant is a shameful one, as opposed to a fearful, 
distressed or frustrated one. Lewis et a l (1990) suggested that the disruption in 
contingency could be explained by anger or sadness. Similarly, whilst Schore (1991) 
suggested that a shame response is triggered by misattunement, and is a stress 
response which serves to inhibit excitement, Dickerson et a l (2004) found no 
evidence of shame being associated with a stress response.
H.B. Lewis moved on from her theorising about the origins of shame, and made a 
huge contribution to the understanding of the phenomenology of shame and guilt.
She highlighted differences between shame and guilt, and in so doing, introduced the 
idea of shame being related to evaluations of the self whilst guilt is related to 
evaluations of an action or behaviour. Shame therefore began to be defined as a more 
global and uncontrollable rejection of the self by others, as shame is rooted in the 
need for attachment. This idea has been supported by a substantial number of 
empirical studies (see Reimer, 1996 for a review). In this conceptualisation, H.B. 
Lewis drew attention to the importance of evaluations, cognitions and attributions. 
This signalled the beginning of the rise of the cognitive-attributional theories of 
shame.
Cognitive-attributional
Following H.B. Lewis, the cognitive attributional theorists suggested that shame 
could be conceptualised in terms of thoughts, and attributions associated with these 
thoughts. Shame is seen as an experience in which one considers oneself to have 
failed in some way. This may be a failure to achieve something or a failure to meet 
some standard, moral or otherwise. In cognitive-attributional theory, in order for
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someone to experience shame, they would need to be capable of self-conscious 
reflection, which is a cognitive attainment, rather than an innate capacity. Shame is 
therefore conceptualised as a 'self-conscious' emotion.
M. Lewis, a theorist in the attributional model, considered the development of self- 
conscious emotions in relation to the development of cognitive capacity over time. 
With colleagues, Lewis developed a model which is based on the idea that different 
'secondary' emotions only emerge following the development of self-referential 
capacity and self-evaluative capacity, whilst 'primary' emotions such as joy, fear and 
sadness are present from, or shortly after birth (Lewis et a l, 1989). So, once an 
infant becomes aware of itself as an individual, it then has the capacity to experience 
embarrassment, empathy and envy, but once the child learns about the standards and 
rules it is expected to live up to, it becomes capable of the self-evaluative emotions 
of pride, shame and guilt. Lewis's ideas are in line with Hoffman's (1976) suggestion 
that it is possible to blame yourself only if you understand the consequences of your 
actions for others, and if you appreciate that you have choice and control over your 
own behaviour.
M. Lewis focused on shame as the affective response to a failure which is as a result 
of the whole self, rather than simply an instance of behaviour (Lewis, 1992). He 
asserted that the negative self-attributions in shame are internal (related to the self) 
and global, rather than external (related to a behaviour) and specific, as in guilt. As a 
consequence, the two emotions result in very different behavioural consequences: in 
shame, the person hides their face or whole person, whilst in guilt, the person 
generally acts to repair the damage caused by the act which has made them feel 
guilty.
Weiner's (1985) explanation for the behavioural consequences of shame and guilt is 
slightly different. He posits that shame and guilt differ on a dimension of 
controllability. For example, Weiner suggests that guilt would be associated with 
failure due to perceived lack of effort, whilst shame would be a result of failure due
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to a perceived lack of ability. The individual might therefore try harder as a result of 
guilt, but give up and hide as a result of shame. However, Weiner's idea is compatible 
with Lewis's idea of negative self-attributions being internal and global in shame 
(lack of ability, always) and specific in guilt (lack of effort, on that occasion). 
Weiner's ideas are backed up by a considerable amount of empirical support, mostly 
from studies that consider task performance.
Although shame is always self-focused, Gilbert (1997) suggested that it can be seen 
as internal or external. Internal (or internalised) shame is a negative evaluation of the 
self, by the self, and has been described as seeing the self as bad, worthless and 
inferior (Gilbert, 1998). Indeed, inferiority has been shown to be a relevant factor in 
the Internalised Shame Scale (ISS; Cook, 1996). Cook describes internalised shame 
as being an enduring and chronic state of shame that has been internalised by the 
individual (Cook, 1987). However, the concept of internal shame seems to be very 
similar to that of low self-esteem, and indeed, when its reliability and validity were 
examined, shame on the ISS was shown to correlate very highly with low self-esteem 
(Rybak & Brown, 1996).
In 'external shame' (Gilbert, 1997) the focus is on how one is seen by others, and the 
belief that one cannot create a positive impression in the eyes of others. Shame is 
caused by a negative evaluation of the self by another, as a result of which, the 
individual may be ignored or actively rejected. This is similar to the older concept of 
fear of negative evaluation (FNE; Watson & Friend, 1969) which was first specified 
as being central to social anxiety. Gilbert e ta l  (1994) also found that FNE was 
strongly correlated with shame, but not guilt.
However, the distinction between internal and external shame does not appear to be a 
particularly useful dichotomy, especially as 'internal shame' appears so conceptually 
similar to low self-esteem. H.B. Lewis (1971) was the first to suggest that shame 
need not result from actual public exposure, but could occur as a result of an 
expectation of disapproval due to an 'internalised other'. It seems that the idea of
160 Research Dossier
internal shame has developed from this conceptualisation of Lewis's. It is not clear, 
however, whether the 'internalised other' leads to a conscious evaluation of the self as 
negative in the eyes of others (therefore having the same focus as 'external' shame) or 
to an evaluation of the self generally as negative (with no conscious reference to 
what others think, so 'internal'). The idea that internal shame is merely a general 
negative evaluation of the self does not seem to fit with the concept of shame and 
would seem to be more relevant to the concept of low self-esteem. A negative 
evaluation of the self which, however, one considered to be shared by others, would 
be conceptualised as shame, whether the 'other' was present or not.
Towards a coherent understanding of shame
Despite the differences between the diverse developmental theories on shame, there 
is considerable agreement about the nature of shame. Shame is seen as a painful, 
negative emotion, which relates to how the self is seen by others. Shame can be 
triggered by an actual interpersonal experience, or evoked in private by the imagined 
judgement of others; it relates to the actual or assumed acceptability of the self in the 
eyes of others. Where there is disagreement, this generally relates to the emergence 
and the causes of shame. However, even here, there are similarities. There is an 
acknowledgement from the functionalist and psychoanalytic perspectives that infants 
may unconsciously experience an undifferentiated emotion, which may be the 
precursor to shame (Campos, Frankel et a l, 2004), or a sort of proto-shame 
(Nathanson, 1987). Even in the cognitive-attributional model, where the emergence 
of shame is presumed to depend on self-referential capacity, M Lewis talks of the 
ability of the individual to “experience their internal states and expressions and be 
aware of this experience, or they may experience them in an unconscious mode” 
(Lewis, 1993, p.226). This idea of shame as an unconscious experience would fit 
with Gilbert's evolutionary theory, which suggests that shame develops from an 
innate, involuntary affective response to situations which pose a social threat to the 
individual.
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However, the experience of the emotion and integration into the developing sense of 
self can be seen as a different process. As infants experience different emotions, they 
do not have the cognitive capacity to differentiate and understand these (Lewis et a l, 
1989), but through attachment, the primary carer serves to enable the infant to begin 
to make sense of the physiological and sensory experience of different emotions 
(Lewis, 1971). The infant also benefits from feedback from the reactions of others 
around them and adaptively they will continue to use strategies that serve them well 
(Gilbert, 1998). From the point at which the child has awareness of itself and others, 
and the rules and standards of the culture and society in which it lives, shame serves 
to regulate its behaviour as a conscious experience. It is only then that the child can 
appraise its behaviour in relation to its consequences towards others, and can judge 
itself against its own standards and the rules and standards of society. With these 
cognitive skills then, the child can view itself to have failed to be its ideal self, or to 
have come too close to embodying its anti-ideal self, thus experiencing shame.
What contributes to shame-proneness?
The discussion so far has centred on the experience of shame in the moment, the 
triggers and consequences of this painful emotion. However, in addition to this 'state 
shame', it is important to consider 'trait shame' or 'shame-proneness'. Shame- 
proneness can be conceptualised as the likelihood of experiencing shame in a given 
situation and therefore the frequency with which an individual experiences shame, 
and also the severity of the experience (Andrews, 1998). How prone an individual is 
to experiencing shame is typically what is measured by psychometric measures of 
shame.
Insecure attachment and misattunement
Whilst inducing shame has been suggested as being a normal and adaptive part of 
socialization (Nathanson, 1987), this has to be at a relatively mild level in order to
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enable the child to learn to regulate negative emotions, but not become distressed and 
thereby injure the parent-child relationship (Eisenberg & Fabes, 1998). Schore 
(1991) has suggested that misattunement between parent and child induces shame, 
and this is in line with Gross and Hansen's (2000) finding that shame is inversely 
related to secure attachment, and positively correlated with fearful and preoccupied 
attachment. This suggests that too much misattunement leads to insecure attachment, 
which in turn leads to shame proneness. However, in Gross and Hansen's work, 
fearful and preoccupied attachment styles were associated with negative self­
perceptions, which could explain the link with shame. The direction of the 
relationship between attachment style, negative self-perceptions and shame is not 
clear, however, so further research is required.
Parental style and family environments
In addition to the contribution of early attunement and attachment, other aspects of 
the parents' personality, parenting style and behaviour have been shown to be related 
to shame-proneness. For example, parents who are overly controlling of their 
children may foster shame proneness in them. Retrospective studies with adults have 
shown that individuals who perceived their parents as more controlling and less 
caring were more prone to shame in adulthood (Gilbert et a l, 1996; Lutwak &
Ferrari, 1997). More recently, Stuewig and McCloskey's (2005) longitudinal study 
showed that children who experienced harsh parenting or parental rejection were 
more shame-prone in adolescence. This may be an intergenerational process, as Mills 
et a l (2007) has shown that shame-prone parents are more likely to have anxious and 
controlling or negative approaches towards their children, which may in turn 
promote shame-proneness. Cycles of emotional escalation, known as 'shame-rage 
cycles' (Scheff, 1987), may be implicated in the development of shame-proneness, as 
it is likely that the parent's tendency towards this pattern of communication may 
engender shame in the child (Mills, 2005). Mills also suggests that parents with 
'fragile self esteem' (p.43, 2005) may be particularly vulnerable to shame-rage cycles,
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as they respond to their feeling of lacking power by being overly coercive and 
hostile.
Parents who have high and unrealistic expectations of their children, or whose 
standards the child fails to meet have been shown to have more shame-prone children 
(Ferguson & Stegge, 1995). In line with this finding, several pieces of empirical 
work have found that children whose parents made more negative comments 
exhibited more shame, suggesting that they are more shame-prone (Alessandri & 
Lewis, 1993; Kelley et a l, 2000). The memories of more negative, global parental 
'put-downs' has been shown to be correlated with shame-proneness, as have 
memories of sibling favouritism, suggesting that judging oneself negatively, and as 
relatively unimportant in comparison to a sibling, provokes shame proneness (Gilbert 
e ta l,  1996).
Abuse/trauma
As negative comments and 'put-downs' have been shown to be related to higher 
shame-proneness, it is perhaps no surprise that abuse and trauma are related to 
shame-proneness. For example, retrospective accounts of emotional abuse in 
childhood are related to higher shame-proneness in women (Hoglund & Nicholas,
1995). In addition, Alessandri and Lewis (1996) found that maltreated girls showed 
more shame than non-maltreated girls, whilst maltreated boys showed less emotional 
expression generally, perhaps suggesting that they covered up their experience of 
shame. Feiring, Taska and Lewis (1998) found that the more abusive experiences an 
adolescent had experienced, the more shame and self-blaming attributions they 
experienced, whilst Feiring, Taska and Chen (2002) found that shame mediated the 
relationship between abuse-specific attributions and psychological distress in the 
same sample. Deblinger and Runyon (2005) suggest that abuse in childhood is 
shame-inducing in part because the child's view of self was still developing when the 
abuse occurred. The evidence gives a strong indication that abuse has an effect on 
shame expression and shame-proneness, but, as the relationship appears to be
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complex, more empirical work is required to elucidate these links.
A high-shame environment
It has been proposed that children who are exposed to an environment in which 
others are shamed will experience 'empathie shame' (Lewis, 1992) and will become 
self-blaming through the modelling of this attributional style. Indeed, Lewis suggests 
that the sense of helplessness experienced in such an environment may contribute to 
more global feelings of inefficacy and therefore shame. There is little empirical 
support for his ideas, but Grych (1998) suggested that witnessing shame being 
induced in another may provoke shame, as exposure to more extreme marital conflict 
was associated with increased shame, as well as distress, anger and self-blame. It has 
also been suggested that an environment in which the child is parentified may be 
shame-inducing, as Wells and Jones (2000) found that parentification was 
significantly associated with shame-proneness, but not guilt-proneness. They suggest 
that this could be due to the parent having unrealistic expectations of the child and 
placing demands on them which they cannot fulfil, leading to the child internalising 
unrealistic standards.
Previous experience of shame
Based on the functionalist perspectives of emotional development (e.g. Jenkins & 
Oatley) Mills (2005) has suggested that previous experiences of shame are a key part 
of the development of shame-proneness. This idea has considerable face-validity, as 
it would seem likely that the more an individual experiences shame, the more likely 
they are to experience shame in the future, but further research needs to clarify this 
link and consider how this is mediated. Many of the questionnaire measures of 
shame, which are scenario-based, assume that individuals who are shame-prone will 
be more likely to access shame readily in relation to any potentially shame-inducing 
situation (Mills, 2005). However, as those who are shame-prone might be prone to 
shameful attributions only in a certain unique range of age-, sex- and culture-relevant
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situations, this may not be tapped into by the questionnaire for all participants.
Shame in adolescence
Adolescence is seen by many theorists as a crucial period in the development of 
shame, as it is a time when individuals develop their sense of identity (Erikson, 
1950/1995). It is a time when the individual attempts to develop a distinct but valued 
identity, in the context of attachment relationships with loved ones. As these 
attachment relationships remain important, it can be a difficult time, as the process of 
individuation may challenge the attachment relationship (Thrane, 1979). As shame is 
associated with the withdrawal of love (H.B. Lewis, 1971, M. Lewis, 1992), 
adolescents run the risk of experiencing shame as they try to fit in with their peer 
group, potentially against the wishes or expectations of their parents. H.B. Lewis 
(1971) conceptualised a feeling of being 'unlovable' as a prototypic shame-inducing 
experience, and it is one that may be particularly prevalent in adolescence, prompted 
by either parental or peer rejection.
Puberty is a time which is associated with a lack of control, as significant biological 
changes occur which the adolescent cannot control or easily predict (Reimer, 1996). 
This idea of a lack of controllability links in with Weiner's (1985) conceptualisation 
of shame as relating to uncontrollable events. The bodily changes of puberty are 
associated with a decrease in self-esteem in early adolescence (Brooks-Gunn & 
Reiter, 1990), and they occur at a time when physical attractiveness is particularly 
important. Along with the development of a sexually mature body, the development 
of sexuality and sexual identity is also a significant process during adolescence and is 
a crucial aspect of identity development more generally. Sexuality and sexual issues 
can be taboo subjects in some cultures, which may cause common sexual behaviour, 
or thoughts, to be seen as socially unacceptable and shameful (Katchadourian, 1990).
Adolescents tend to exhibit a considerable degree of egocentrism (Elkind & Bowen,
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1979), which suggests that they may be more prone to assuming that others are 
evaluating them, and they may attribute judgements to others when no such 
judgements are being made. Cognitive changes in adolescence also allow for a more 
sophisticated capacity for self-reflection and social perspective-taking. These 
abilities tend to increase self-consciousness and dispose adolescents to be more 
vulnerable to negative attributions related to concerns about others' views (Reimer, 
1996). In addition, Petersen et a l (1995, cited in Reimer, 1996) have found that 
shame-prone young adults tend to have a negatively-biased estimation of others' 
views of them and this may be a result of rumination during the egocentrism of 
adolescence.
Adolescence is a time when much more demanding educational expectations are 
placed upon an individual, and standards and goals are intrinsically tied into the 
educational system. As it has been shown that shame is commonly associated with 
failure on achievement tasks, it is likely that the increase in importance placed on 
achievement would lead to an increase in shame. There is some evidence to suggest 
that failure in educational context has different effects on adolescents depending on 
their understanding of intelligence. Those who hold an entity theory of intelligence 
will be more likely to attribute failure to stable, global characteristics and therefore 
experience shame (Henderson & Dweck, 1990). The evidence that adolescence is a 
time in which individuals are susceptible to shame is backed up by Orth et aVs 
(2010) findings that shame peaks in adolescence and old age, even after controlling 
for differences in psychological well-being.
Gender differences in shame-proneness
There is much documented evidence of gender differences in shame-proneness, and 
even from an early age, gender differences in shame have been reported (Lewis et 
al., 1992). Differences in shame across men and women have long been debated, and 
have been attributed to a variety of factors over the years. For example, these
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differences have been attributed to 'genital deficiency' (Freud, 1933), more global 
than specific feedback from parents (Lewis, 1992), sex differences in adolescent 
egocentrism (Elkind & Bowen, 1979), higher levels of self-objectifrcation and body 
shame in girls (Grabe et ah, 2007) and a greater concern with interpersonal 
relationships (H.B. Lewis, 1987, cited in Reimer, 1996).
H.B. Lewis's conceptualisation of the gender difference in shame fits with Gross and 
Hansen's (2000) finding that the link between shame and gender in their sample 
disappeared when 'Investment in relatedness' (IR) was partialled out. IR is a measure 
of how much an individual values emotional closeness and how concerned they are 
about threatened or actual loss of attachment, and was itself a significant predictor of 
shame. Gender differences in shame amongst college students and adults have also 
been shown (Tangney, 1990; Ferguson & Crowley, 1997) with females reporting 
more shame. There is also evidence to suggest that boys and girls who identify with a 
more feminine gender role are more shame-prone, whilst women who associate 
themselves with a more traditionally masculine self-concept are less shame-prone 
(Benetti-McQuoid & Bursik, 2005). It has been suggested that adolescent girls may 
be more likely to adopt a ruminative style for handling interpersonal conflict leading 
to shame, whilst boys may tend towards overt aggression (Reimer, 1996).
Reported gender differences in shame may be due to actual differences in shame- 
proneness between males and females. However, Zahn-Waxier and Robinson (1995) 
suggest that girls may be more used to discussing emotional topics, so may be more 
socialised to access shame feelings, resulting in their being more likely to report 
shame than boys. Boys may be more likely to report an emotion like anger, the 
expression of which is less stigmatized for boys. This is in line with H.B. Lewis's 
(1971) idea of bypassed shame, which will be considered when links between shame 
and anger are discussed, below. However, the difference in reporting could be due to 
the fact that shame questionnaires typically include items which relate to traits and 
behaviour which are normally associated with more traditionally female gender roles, 
such as loyalty, nurturance and sensitivity (Ferguson et al., 2000).
168 Research Dossier
Ferguson et a l (2000) suggest that questions that relate more to 'unwanted identities' 
for women, or in other words their anti-ideal self, are prevalent in shame 
questionnaires. This implies that the situational antecedents of shame, and self­
perceptions related to shame, may differ between males and females. Indeed, Wright 
et a l (1989) suggested that shame was related to lack of self-assertion and 
exploitative attitudes more for women than for men. It would seem likely that in 
general those things which relate more to identity within the traditional sex roles 
would be more likely to induce shame, such that males and females would find 
different situations and experiences shaming. It may be that individual differences in 
what is experienced as shameful are more individualised than that. Lewis (1992) 
points out that it is not a situation that is shaming, per se, but the attributions 
associated with the situation for the individual. The idea of gender differences in 
shame is an area which still requires elucidating, particularly in terms of the 
experiences of children and adolescents, especially as recent evidence challenges the 
idea that girls experience more shame than boys (De Rubeis & Hollenstein, 2009).
Shame and culture
The differences in shame-proneness and expression of shame across different 
cultures has not been extensively explored. A recent study which looked at 
differences in shame across children from Japan, Korea and the USA (Furukawa et 
a l, 2012) suggested that whilst there was considerable variation in mean scores 
across the three countries, shame-proneness was positively correlated with 
aggression-relevant constructs across all cultures. However, whilst Furukawa et a l 
(2012) found that Japanese children scored higher on shame, Lewis et a l (2010) 
found that Japanese children expressed less shame than American children. It has 
been suggested that shame is more prevalent in collectivist countries, such as China 
and Taiwan, so Fung (1999) looked into whether Chinese children are socialised to 
experience shame. She found that mothers in Taiwan did believe in shaming children
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as part of the socialisation process. However, in her review, Mills (2005) suggests 
that there is no conclusive evidence to suggest that collectivist cultures promote 
proneness to shame any more than individualistic countries.
Links between shame, emotions and psychopathology
There are well-documented links between shame and certain emotions and 
psychological difficulties which have been expounded since H.B. Lewis's work 
(1971). In her analysis of transcripts of psychotherapy sessions, her interpretation 
was that shame was by far the most commonly expressed affect, but was rarely 
labelled explicitly (Lewis, 1971). This analysis, along with her detailed theorising, 
served to indicate a need to look into shame as a factor in psychopathology and 
psychological difficulties. Therefore, although the theoretical basis for the links 
between shame and psychological problems is long-standing, the majority of the 
research has been carried out with adults. Consideration will be given to these links, 
with special consideration given to the relationship with adolescence and 
development.
Depression
Shame has a fairly well-established association with depression, going back to 
Lewis's (1971) analyses. Scheff (2009) suggests that the unacknowledged shame 
noted by Lewis may lead to the “blankness, emptiness and hollowness of complete 
depression” (p. 44). In addition, cognitive attributions associated with depression, of 
making internal, stable and global attributions for negative events and external, 
transient and specific attributions for positive events are very similar to those 
associated with shame by cognitive-attributional theorists (Reimer, 1996). Tangney, 
Wagner and Gramzow (1992) have shown, however, that shame and depression are 
associated over and above the effect of this attributional style, suggesting another 
link between the two. Lewis (1995) suggested that some individuals who experience
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shame channel it into another emotion, such as sadness or anger, because it is too 
painful an affect.
It may be that there are causes that are common to both shame and depression, such 
that it is not shame that leads to depression, but other factors that lead to both. For 
example, sexual abuse may be a causal factor for both shame and depression, but 
shame has been suggested to mediate the link between sexual abuse and depression 
(Feiring et a l, 1996). It is also suggested that hopelessness, self-consciousness and 
ruminative style may be implicated in shame (Reimer, 1996) and these are known to 
be significantly associated with internalising disorders such as depression.
Shame and depression have also been shown to be associated as early as at age three, 
with Luby et al. (2009) finding that depression in preschoolers was associated with 
high levels of shame. In adolescence, Tilghman-Osbourne et al's  (2008) longitudinal 
study found correlations between shame and depressive thoughts and symptoms, but 
their results suggested that shame was more likely to be a consequence of depression 
than vice versa. Aslund et a l (2007) also found correlations between shame and 
depression in a Swedish population. De Rubeis and Hollenstein (2009) found that an 
avoidant coping style could be seen to mediate the link between shame and 
depression in adolescence, suggesting that shame-proneness will lead to depression 
only in those with an avoidant coping style. The evidence for an association between 
shame and depression in adolescence is strong, but results are equivocal in relation to 
the direction of causality.
Self-esteem
There are clearly theoretical links between shame and low self-esteem, which make 
sense from an attributional viewpoint, in that both would be expected to relate to 
negative evaluations of the self. However, these similarities can sometimes lead to 
conceptual overlap, as is the case with self-esteem and 'internalised shame' (Cook,
1996) which has been conceptualised as relating only to how the self views the self,
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with no reference to the views or judgements of others. In this conceptualisation, a 
proneness to internalised shame seems very similar to self-esteem, though it could be 
considered that how the self views the self emerges from the internalised views of 
others. This issue does not seem to have been fully resolved and this point is still 
debated (Gilbert, 1998). However, very high negative correlations between 
internalised shame and self-esteem have been found (Cook, 1989, cited in Ryback & 
Brown, 1996), which lends support to the idea that these two concepts may be 
somewhat confounded.
There is empirical evidence to suggest that shame and self-esteem are related but 
distinct constructs, with Tangney and Hearing (2002) finding a moderate negative 
correlation between the two, both in adults and adolescents. This perhaps reflects the 
fact that the measure used by Tangney and Hearing did not tap into 'internalised 
shame' only. Nonetheless, it could be that internalised shame and self-esteem share 
some variance because they are both related to another underlying construct, rather 
than because they are conceptually overlapping. It may be that the concept of 
'external shame' (Gilbert, 1998) is more obviously distinct from shame, as it relates 
to how the self is seen by others.
There is preliminary evidence to suggest that adolescents' self-defined shaming 
experiences are related to, but distinct from, self-esteem, as Chester (2010) found 
that they were moderately negatively correlated. However, more clarification of the 
relationship between self-esteem and shame is needed, both for adolescents and for 
adults.
Anger
The association between anger and shame in adults has been explored since H.B. 
Lewis (1971) first described the 'humiliated fury' that results from 'bypassed' shame. 
This is the idea that because shame is a painful affect it may be bypassed, avoiding 
conscious awareness of shame, and leading quickly to another emotion such as anger,
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as this is more acceptable to the self. Indeed, anger is seen to be more controllable 
(Weiner, 1985), so maybe a preferable alternative to shame. In line with this idea of 
'humiliated fury', Tangney, Wagner, Fletcher et a l (1992) found that shame is related 
to increased proneness to anger and indirect 'unfocused' expressions of hostility. The 
same relationship has been found in children and adolescents (Tangney et a l,  1996), 
with shame being related to maladaptive ways of managing anger. More recently, 
Heaven et al. (2009) have shown that shame is predictive of hostility in adolescence, 
and Thomaes et a l (2011) showed that shameful events made children angry.
Hejdenberg and Andrews (2011) have shown that shame-proneness is related to 
anger in response to criticism, rather than an angry temperament, which is in keeping 
with the theoretical rationale, as criticism might be expected to cause shame, which 
in turn could be bypassed to expressing anger. Farmer and Andrews (2009) found a 
relationship between shame-proneness and anger in undergraduates, but not in male 
young offenders. The authors suggest that this may be because young offenders are 
particularly motivated to avoid shame, which would be in keeping with Gilbert's 
(1997) theory of shame as related to social rank and submissiveness. Anger may be a 
better survival tool in prison, where there is likely to be considerable threat to status 
and self-esteem.
Anxiety
Perhaps the most long-standing association between shame and psychopathology, 
dating back to psychoanalytic underpinnings, is between shame and anxiety. 
Interestingly though, this appears to have attracted less research interest than 
depression or anger. However, Harder et a l (1992) have shown a link between shame 
and Obsessive-Compulsive Disorder (OCD) and phobic anxieties. More recently, 
Fergus et a l (2010) report significant relationships in adults between shame and 
Social Anxiety Disorder and Generalised Anxiety Disorder (GAD), perhaps because 
they all relate to negative evaluations of self. They also showed that social anxiety, 
GAD and OCD symptoms changed as shame-proneness changed during treatment.
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Theoretically, one would expect a particularly strong link between social anxiety and 
shame, as Fear of Negative Evaluation (FNE; Watson & Friend, 1969) was originally 
seen as a core feature of social anxiety (termed 'social evaluation anxiety' by Watson 
and Friend), and has been shown to be highly correlated with shame (Gilbert et a l, 
1994). In addition, similarities have been noted between the behavioural 
consequences of shame and social anxiety, such as blushing, looking away or hiding 
(Keltner & Marker, 1998). In Clark and Wells's (1995) widely used model of social 
phobia, the self is processed as a social object and becomes the focus for evaluations 
which are related to the whole self, and relate to the ability to measure up to 
standards.
Despite the theoretical links, there is very little evidence with an adolescent 
population of links between shame and anxiety. Irons and Gilbert (2005) have shown 
that for insecurely attached individuals, social rank concerns mediate the link 
between attachment and anxiety. The suggestion they make is that insecurely 
attached individuals may be sensitised to social threat signals, causing them to 
defend against this with a shame response. However, work is needed on the link 
between shame and anxiety in adolescence, in particular social anxiety, given the 
obvious theoretical similarity between the two.
The purpose of the current study
The current study aims to confirm links between shame and anger, depression, self­
esteem and anxiety and looks to provide further reliability and validity data for the 
Shame Scale for Adolescents (SSA; John et al, in preparation). In particular, the lack 
of evidence to support a link between shame and social anxiety in adolescence, 
which seems theoretically indicated, suggests the need for exploration.
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Hypotheses
2. The SSA will have a stable three-factor structure, and the factors will be 
correlated with each other.
3. Shame-proneness on the SSA will be correlated with negative affect.
4. Shame-proneness on the SSA will be inversely correlated with self-esteem.
5. Shame-proneness on the SSA will be positively correlated with trait anger 
and anger expression, but inversely correlated with anger control.
6. Shame-proneness on the SSA will be positively correlated with social anxiety.
7. Shame-proneness on the SSA will be higher in girls than boys.
8. Boys and girls will present different patterns of scores on the SSA, with boys 
scoring higher on the Outward Expression subscale.
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METHOD
Design
The study used a cross-sectional questionnaire design, using well-established 
measures to provide further validation of the SSA (John et ah, in preparation) and to 
assess its test-retest reliability. Correlational analyses were conducted between the 
SSA and other measures, and gender differences in shame proneness and outward 
expression of shame were considered using t-tests.
Participants 
Recruitment
Participants were primarily recruited through 4 schools across England. Two schools 
incorporated questionnaire completion into a Personal, Social and Health Education 
(PSHE) lesson run by the researcher. One school incorporated questionnaire 
completion into a PSHE lesson run by the usual class teacher. One school 
incorporated questionnaire completion into form time, with the researcher present at 
the school.
In addition, an email advertisement was sent to the staff and students in the Faculty 
of Arts and Human Sciences at Surrey University with a link to the online version of 
the study.
Response rate
In one school, a class of 27 pupils was identified, with one parent opting out, and one 
student off sick, leaving a total of 25 completed questionnaires. In the second school,
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three classes were identified to participate. Across the three classes, two students 
opted out, two parents and one social worker (with parental responsibility) opted out, 
giving a total of 64 completed questionnaires. In the third school, 2 classes took part, 
with a total of 59 pupils completing questionnaires, and none opting out. For these 
three schools, this gave a 95.5% response rate.
In the fourth school, twenty-two classes were identified to participate. Across these 
classes, approximately 430 questionnaires were provided. However, in this school, 
due to the large scale of the number of pupils completing the questionnaires across 
their form time in one lunch break, it was not possible to keep track of the number of 
pupils who opted out. There were some classes where it is possible that unused 
questionnaires were left behind in classrooms, and there was one class where the 
teacher misunderstood the plan and so the pupils went home with the questionnaires. 
Consequently, it may have been considerably fewer than 430 questionnaires that 
were handed out to pupils.
In this school, there were a total of 269 questionnaire sets which were completed to 
some degree, giving a response rate of 62.6%, or higher if fewer than 430 
questionnaires were given out. Of these, a number were excluded from different 
analyses due to missing data. In part, this was due to the lower literacy levels of 
pupils taking part, as the school was in an area of much lower socio-economic status 
than the other schools which participated. In addition, the form time was not long 
enough for some pupils to complete all questionnaires, with some missing data due 
to lack of time to complete them. This was particularly true for the younger 
participants. In this school, three classes were identified to complete the 
questionnaires again 2 weeks later. However, due to a last-minute change to the 
school timetable in the week that the second completion was due, it was not possible 
for these pupils to complete the questionnaires again.
With the online completion, a total of 7 questionnaires were completed. However, it 
was not possible to record how many people received and read the email with the
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link to the survey, so it was not possible to work out the response rate.
Ethical Approval
A favourable opinion was received from the University of Surrey Faculty of Arts and 
Human Sciences Ethics Committee (see Appendix 2 for letter in response to ethics 
application). The British Psychological Society (BPS) procedures for conducting 
research (2009) were followed and data was collected and stored in accordance with 
the Data Protection Act 1998. As required by the Health Professions Council's (HPC) 
Standards of Proficiency for Practitioner Psychologists (Health Professions Council, 
2009), the understanding and application of research ethics has been demonstrated.
Materials 
Questionnaire measures
Two different measures of shame were employed, to enable a newly-developed 
measure of shame to be validated against an established, well-recognised measure. 
Using both measures also enabled a broad range of shaming experiences to be 
considered as, whilst the established measure is scenario-based, the new measure is 
semi-ideographic, allowing individuals to define shaming experiences that are 
relevant to them. This measure allows culturally appropriate and age- and gender- 
appropriate shaming experiences to be included by participants and may also capture 
shaming experiences which are not typically considered by a broad range of people 
to be shaming.
Shame Scale for Adolescents (SSA; John, Simonds, Chester & Taylor, in 
preparation). The SSA is a recently developed, 22-item, semi-idiographic measure 
of shame in adolescence. This means that participants are asked to think of and give
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examples of times when they have felt shame. Based on these situations, self-defined 
as shaming, participants are asked to answer 22 questions which ask how much they 
think, feel and behave in certain ways when they feel shame. Each question is 
answered on a 4-point Likert scale, from “Not at all” to “A lot” (See Appendix 3 for 
the complete SSA) .
Chester's (2010) analysis, using a sample of 89 adolescents, gave a 3-factor structure, 
with factors labelled “Negative Evaluation of Self’, “Outward Expression” and 
“Internalised Affect”. Preliminary data from Chester's study suggest that the SSA is 
reliable, with good internal consistency, as it has subscale alphas ranging from 0.82 
to 0.90, and a total alpha of 0.89 (Chester, 2010). Correlations with an existing, 
psychometrically sound measure of shame proneness (TOSCA-A, Tangney et a l, 
1991) were used to support the new measure's criterion validity (r=0.43, p<0.01). 
Convergent validity was explored by considering correlations with measures of mood 
(r=0.58, p<0.01), self esteem (r=-0.57, p<0.01), and anger (r=O.49, p<0.01) (using 
the Negative Affect score from the PANAS-C, the total score of the RSE, and the 
Trait Anger subscale of the AESC). Divergent validity was explored by considering 
the relationship between the total SSA score and the score on the guilt sub scale of the 
TOSCA-A. This showed a relatively weak correlation between the SSA score and 
TOSCA-A guilt score (r=0.21, p<0.05), compared with a stronger correlation 
between the shame and guilt subscales of the TOSCA-A itself (r=0.5 7, p<0.01). The 
current study aimed to assess the factor structure of the SSA and its reliability and 
validity in a larger sample.
Test of Self-Conscious Affect for Adolescents (TOSCA-A; Tangney et a l, 1991).
This measure covers self-conscious emotions: shame, guilt, externalisation of blame, 
detachment-unconcem, pride in self and pride in behaviour. However, in the current 
study, only the shame and guilt subscales were used, so 15 scenarios were given, 
each with two responses (one for shame, one for guilt) rated on a 5-point Likert 
scale.
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The TOSCA-A is the most widely used measure of shame in adolescents (e.g. 
Tilghman-Osborne et a l, 2008). It has been shown to have good internal consistency 
(TOSCA-A; a=.77 and .81) and can therefore be considered likely to be a reliable 
measure (Tangney et a l, 1996). In this same study, shame and guilt were shown to be 
moderately correlated with each other (r=0.40) which Tangney et a l (1996) state 
would be expected due to some conceptual similarity, and the co-occurrence of 
shame and guilt with respect to the same situation. However, Chester (2010) found a 
considerably higher correlation between the shame and guilt subscales (r=0.57), 
giving cause for concern about the ability of these sub scales to measure shame and 
guilt as two distinct constructs.
Convergent validity has been demonstrated with related constructs such as 
depression (Tilghman-Osbourne et a l, 2008), but criterion validity has not been 
investigated, perhaps due to the scarcity of measures to correlate it with. Reliability 
and validity of the TOSCA-A within a large sample of adolescents will be considered 
within the current study.
Positive and Negative Affect Schedule for Children (PANAS-C; Laurent et a l, 
1999). Reliability of this measure has been examined in a sample of 9 to 14-year- 
olds, and was found to be good (Laurent e ta l,  1999). Internal consistency was high, 
with Cronbach alphas of 0.90 and 0.89 for positive affect and 0.94 and 0.92 for 
negative affect. In the same study, the PANAS-C was also shown to demonstrate 
good convergent and divergent validity when correlated with self-report measures of 
anxiety and depression (Laurent et a l, 1999). The PANAS-C has also been used with 
a sample of 15 to 19-year-olds (Jacques & Mash, 2004) with good internal 
consistency of 0.90 for positive affect and 0.92 for negative affect. Again, the 
reliability and validity of the PANAS-C will be considered within a large sample of 
adolescents in this study.
Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965). This measure is a widely 
used measure of self-esteem, developed for use with adults, and has generally been
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found to have good reliability and validity in a range of studies using an adolescent 
sample. For example, McCarthy & Hoge (1982) reported Cronbach alphas of 0.74 
and 0.77 and more recently, Hagborg (1993) reported alpha coefficients of 0.89. 
Hagborg (1993) also found that the RSE correlates highly with other measures of 
self-esteem, supporting its criterion validity.
Anger Expression Scale for Children (AESC; Steele et a l9 2009). Steele et al.
(2009) used a sample of 803 healthy and chronically ill children to explore the 
reliability and validity of the AESC. It was found to have good internal consistency 
across all four subscales, with Cronbach's alphas of: Trait Anger; a = .84, Anger 
Expression; a = .69, Anger Suppression a = .71 and Anger Control a = .79. All 
subscales showed good consistency over time, with test-retest reliability data 
showing that the trait anger had the greatest stability over time. In the same study, the 
AESC demonstrated good convergent validity as there were robust correlations with 
other measures of child- and parent-reported anger (Steele et al., 2009). The 
reliability and validity of the AESC will again be considered in a large sample of 
adolescents in this study.
The Spence Children's Anxiety Scale (SCAS, Spence, 1998). The SCAS was 
originally developed and normed on children aged 8 to 12, showing good overall 
internal consistency, with an alpha coefficient of 0.92 (subscales coefficient alphas of 
0.82 (panic-agoraphobia), 0.70 (separation anxiety), 0.70 (social phobia), 0.60 
(physical injury fears), 0.73 (obsessive-compulsive) and 0.73 (general anxiety)) 
(Spence, 1998). The scale has also shown good validity with adolescents, with an 
alpha coefficient of 0.93 (subscales coefficient alphas ranging from 0.54 to 0.83 
(including social phobia at 0.75)) (Muds et a l, 2002). In the same study, the SCAS 
also showed good convergent validity with other measures of anxiety (Muds et a l, 
2002). The reliability and validity in a large sample of adolescents will be examined 
in the present study.
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Procedure
Data collection
The data were predominantly collected in schools (see participants section above for 
details). Information sheets and opt-out consent forms for the parent/guardian (see 
Appendix 4) were sent to the parents/guardians of the students at the schools 2 weeks 
in advance of the study taking place. This enabled them to give informed consent to 
the study or opt out if they wished. Participants were given a pack containing the 
information sheet, demographics sheet and consent form, followed by the six 
questionnaires (see Appendix 5 for the pack of materials). Participants gave informed 
consent to participating in the study by reading the information sheet and completing 
the consent form on the day of participation.
Pupils then completed the questionnaires in a PSHE lesson or form group, either with 
or without the researcher being present, depending on the preference of the school 
and the practicalities of enabling the pupils to participate. Participants were debriefed 
following completion of the questionnaires. In two schools, the researcher talked to 
pupils in the lesson about mental health, and in one the researcher provided careers 
advice about becoming a Clinical Psychologist.
Data were also collected using an online version of the study. Staff and students in 
the Faculty of Arts and Human Sciences at the University of Surrey were sent the 
link in an email and could choose to open it and read the information. If they were 
happy for their child to complete the questionnaires, they completed the consent 
page, and then asked their child to read and complete the rest of the survey. If they 
did not consent, they could close the window, as could the child at any point. Young 
people's consent was assumed on completion and submission of the online 
questionnaires, and data from the online questionnaires were collected only upon the 
child closing the final page of the survey. The data were stored securely on a server 
in the Faculty of Arts and Human Sciences at the university. The online survey
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concluded with a debrief page and signposting to support.
To establish the reliability and validity of the SSA, data were collected by a group of 
researchers. The other two researchers examined the relationship of shame to anger, 
self-discrepancy and self-compassion.
Debriefing
All participants and participating schools were given the option to email the 
researcher to ask questions, give feedback or request to be informed of the results of 
the study. Those individuals that requested information about the results of the study 
were emailed on completion of the study, with all schools that participated having the 
results emailed to the member of staff who coordinated the study in that school.
Statistical analysis
All analyses were conducted using the Statistical Package for the Social Sciences 
(SPSS) Version 18.
Factor analysis
Sample size
Kline (1994) states that a sample size of 100 is satisfactory for exploratory factor 
analysis in data with a clear factor structure. However, he also states that “The rule is 
the more subjects the better.” in order to ensure a more stable, valid factor structure. 
Costello and Osborne (2005) also recommend that “more is better” (p.5) in order to 
get “generalizable or replicable results”. The initial sample size of 642 reduced to 
550 after excluding those with missing data. This sample of 550 participants for the 
factor analysis is more than sufficient to ensure a valid factor analysis, and should 
give a stable structure.
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Suitability fo r  factor analysis
The suitability of the data for factor analysis was considered by examining inter-item 
variability and inter-item correlations to check for singularity and multicollinearity. 
The adequacy of the sample for factor analysis was examined by using the Kaiser- 
Meyer-Olkin measure of sampling adequacy and Bartlett’s Test of Sphericity.
Reliability
The reliability of the SSA was considered by calculating Cronbach's coefficient 
alphas for the total scale score and for each subscale. An attempt was made to collect 
data to investigate test-retest reliability. However, due to changes to the school 
timetable in the week due for collection of retest data, the students were unable to 
complete the questionnaires a second time.
Validity
It was decided that those items that did not show enough variability of scores were 
measuring something which was not sufficiently related to shame as a majority of 
participants did not identify with the item (with more than 50% rating 'not at all1 on 
the item). This could challenge the face validity of these items, or could relate to 
socially desirable responding. The remaining items were considered to have face 
validity as individuals answered them in relation to shame and very few items were 
left blank.
Criterion validity was explored by considering the correlation between the SSA 
scores and the score on the shame sub scale of the TOSCA-A, whilst divergent 
validity was considered by looking at the relation between the SSA scores and the 
score on the guilt subscale of the TOSCA-A. Convergent validity was examined by 
correlating the SSA scores with scores on measures of positive and negative affect 
(PANAS-C), self-esteem (RSE) and anger (AESC).
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Correlations
The relationship between shame and social anxiety was explored by correlating 
scores on the SSA with scores on the SCAS.
T-tests
Gender differences in proneness to shame were considered, with independent 
samples t-tests being used to investigate girls' and boys' scores on the SSA.
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RESULTS
Data on the participants are presented, followed by results which give further 
validation of the Shame Scale for Adolescents (SSA). A factor analysis of the SSA 
and examination of its reliability and validity are shown. Consideration is then given 
to the relation between shame-proneness and social anxiety, as well as any gender 
differences in shame-proneness.
Participants
Data on the participants for the factor analysis of the SSA are given, followed by data 
on the participants for the analyses which relate scores on the SSA with scores on 
other measures and consider gender differences.
Participants for the factor analysis
For the factor analysis, there were 642 participants in total, with data from 219 
participants collected by the other two researchers in the group. Of the 642 
participants, excluding the 20 with missing data for age, the mean age of participants 
was 14.55 and the modal age was 14. Excluding the 17 participants with missing data 
for gender, the sample was 53.6% female and 46.4% male. Of the 642 participants,
92 were excluded due to missing data, leaving a sample of 550.
Participants for all other analyses
For all the other analyses, there were 423 participants in total. For this subset of 423 
participants, excluding the 20 participants with missing data for age, the mean age of 
participants with 13.49 and the modal age was 14. Excluding the 17 participants with 
missing data for gender, the sample was 43.1% female and 56.9% male. Excluding
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the 78 participants with missing data for ethnicity, the sample was 92.8% White 
British. The breakdown of ethnicities is given in Table 1.
Table 1 : Ethnicity data for participants for all other analyses
Ethnicity % of sample (excluding 78 
participants with missing data)
White British 92.8
Mixed -  White and Black Caribbean 0.3
Mixed -  White and Black African 0.6
Mixed -  White and Asian 0.9
Asian or Asian British -  Pakistani 0.3
Asian or Asian British -  Bangladeshi 0.6
Black or Black British -  Caribbean 0.3
Black or Black British -  African 0.3
Other -------------  4.1
Due to listwise deletion for missing data, there are varying sample sizes for different 
analyses. For some of the analyses a considerable number were excluded, as 
questionnaires towards the end of the pack were more likely to be left incomplete if 
participants ran out of time.
Factor analysis of the Shame Scale for Adolescents 
Data examination
Before running a factor analysis, the data were examined for suitability. This 
included consideration of the individual items, the general adequacy of the data for 
factor analysis, and the correlations between items.
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Intra-item variability
The individual items were examined for variability to ensure that they were able to 
discriminate between respondents. On the basis of this analysis of the items, it was 
decided to exclude three items as they did not have sufficient variability.
The item “I wanted to hurt myself’ was rejected as 62.2% of participants that 
answered this item scored 'O' and a further 15.9% scored T. Similarly, the item “I 
wanted to hurt someone else” was rejected as 58.2% of participants scored 'O' and 
16.3% scored T . Finally, the item “I wanted to destroy other people's belongings” 
was rejected as 71.5% of participants scored 'O' and a further 14.3% scored T  on this 
item. The high percentage of participants scoring 'O' or T  suggested that these items 
might not be good at discriminating between respondents. The scores on these three 
items also may suggest that many participants in this community sample did not 
relate these ideas to the experience of shame, which would suggest that their face 
validity was low. However, one other possible interpretation is that they did not want 
to endorse these items due to social desirability concerns.
Suitability o f the data fo r  Factor Analysis
The Kaiser-Meyer-Olkin measure of sampling adequacy (Kaiser, 1960) gave a value 
of 0.93, which is considered 'superb' (Hutcheson & Sofroniou, 1999) and indicates 
that the pattern of correlations is close-packed and therefore will yield a reliable 
structure with distinct factors. Bartlett’s Test of Sphericity (Bartlett, 1954) was highly 
significant (p<0.001) which means that the null hypothesis that the R-matrix is an 
identity matrix can be rejected, suggesting that there are correlations between the 
variables, so factor analysis is an appropriate method.
Multicollinearity and singularity
Most of the inter-item correlations were above 0.3 which shows that they correlate 
with each other, as would be expected if they measure different aspects of the same 
construct (Field, 2009). However, the correlations are not above 0.8; together these 
analyses suggest that there is not a problem with multicollinearity or singularity. The
188 Research Dossier
determinant was also greater than 0.00001, which confirms that multicollinearity was 
not an issue (Field, 2009). Overall, these analyses suggested that it was appropriate 
to conduct a factor analysis on the SSA data.
Principal Axis Factoring
As the requisite conditions were met, an exploratory factor analysis using Principal 
Axis Factoring (PAF), with Direct Oblimin rotation, was conducted on the data. 
Exploratory, rather than confirmatory, factor analysis was used, given that Chester
(2010) utilised a very small sample (n=89) in the initial factor analysis of the 30-item 
SSA. PAF on the current data indicated the extraction of three factors with 
eigenvalues of over 1, which explained 59.62% of the variance. This was also 
consonant with the number of factors that would be extracted by considering all 
those before the point of inflexion of the curve on the scree plot (see Appendix 6). 
Consequently a three-factor solution was considered to be a good fit for the data. The 
factor loadings, mean and standard deviations for each item are given in Table 2.
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Table 2: Factor loadings, mean and standard deviation (SD) for each item (N=550)
Item Factor 1 
loadings
Factor 2 
loadings
Factor 3 
loadings
Mean* SD
I thought “It is better if I 
was not around”
.72 .19 -.14 1.07 1.12
I thought “Other people 
must think I am nasty”
.71 .15 -.05 0.94 0.98
I thought “Other people 
must think I am no good”
.70 -.05 .09 1.45 0.97
I thought “I am a nasty 
person”
.69 .09 -.10 1.03 1.01
I thought “I am no good” .69 -.05 .20 1.28 1.06
I thought “I am stupid” .69 -.04 .12 1.13 1.05
I felt worthless and small .68 -.11 .14 1.23 1.04
I thought “No one likes 
me”
.67 .00 .06 1.22 1.07
I thought “Other people 
must think I am stupid”
.56 -.03 .25 1.29 1.03
I thought “I have let 
other people down”
.40 -.07 .28 1.57 0.89
I felt angry at other 
people
-.07 .74 .17 1.53 1.08
I wanted to punch walls 
or break things
.16 .66 -.11 1.24 1.20
I wanted to seek revenge .04 .64 -.01 0.99 1.07
I wanted to shout and 
scream
.10 .51 .27 1.35 1.14
I felt sad .11 .10 .66 1.67 1.03
I had a horrible feeling 
inside
.14 .13 .63 1.64 1.05
I felt embarrassed .14 -.04 .61 1.61 0.98
I felt disappointed .19 -.09 .57 1.71 0.98
I felt frustrated -.04 .33 .57 1.69 1.03
*The SSA is scored on a 4-point Likert scale from 0 (Not at all) to 3 (A lot).Higher scores are 
therefore indicative o f higher levels of shame.
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Interpretation of the factors
The first factor, labelled “Negative evaluation of Self’, contains mostly items that 
relate to negative thoughts about the self or negative thoughts about others' 
perceptions of the self. The second factor, labelled “Outward Expression”, contains 
items which refer to behaviours that might be acted out as a response to feeling 
shame. The third factor, labelled “Internalised Affect”, consists of items that relate to 
the emotional response to shame. These factors are in line with the findings of 
Chester (2010).
Scores on the SSA
The SSA is scored on a 4-point Likert scale from 0 to 3, with scale points of 0=Not at 
all, 1=A little bit, 2=Quite a bit and 3=A lot. Higher scores are therefore indicative of 
a higher level of shame. Table 3 shows the mean scores and standard deviation for 
each factor of the SSA and the SSA total score.
Table 3: SSA mean scores anc standard deviations
Number 
of items
Item
mean
Mean SD N
Negative Evaluation of Self 10 1.16 11.63 7.64 342
Outward Expression 4 1.26 5.02 3.43 364
Internalised Affect 5 1.56 7.78 4.12 356
SSA: Total score 19 1.27 24.16 13.12 319
The internal consistency of the SSA in this sample was good, with an overall 
Cronbach's alpha of 0.93, and alphas of 0.91, 0.76 and 0.84 for the three subscales 
respectively.
The final 19-item version of the SSA is given in Appendix 7.
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Normality of the SSA
Prior to running any further analyses, the normality of the SSA total score and its 
three factors was examined. Normality was considered by visually examining the 
histogram for each variable, by calculating z-scores for skewness and kurtosis, and 
by looking at the results of One-sample Kolmogorov-Smirnoff tests. On the basis of 
these analyses, all the sub scale scores of the SSA, and the total score, were 
considered to be sufficiently normally distributed for the application of parametric 
statistical analyses.
Correlations between SSA subscales and total score
Pearson's product moment correlations were carried out to assess the inter­
correlations between all the subscales of the SSA and its total score. The subscales 
were found to be correlated with each other, as well as with the SSA total score at a 
moderate level (see Table 4). The correlation between Negative Evaluation of Self 
and Internalised Affect is a little higher than might be expected (r=0.712, p<0.001), 
perhaps suggesting some overlap between these subscales. However, overall, these 
correlations suggest that the SSA subscales are measuring related yet different 
aspects of the same concept.
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Table 4: SSA sub scale and total score correlation matrix**
Factor Negative 
Evaluation of 
Self
Outward
Expression
Internalised
Affect
SSA: Total 
score
Negative 
Evaluation 
of Self
1.000 .507 .723 .941
Outward
Expression
.507 1.000 .470 .712
Internalised
Affect
.723 .470 1.000 .856
SSA: Total 
score
.941 .712 .856 1.000
**A11 correlations are significant at the 0.001 level.
Reliability of the SSA 
Internal consistency
The SSA showed good internal consistency, with an overall Cronbach's Alpha of 
0.93. This shows that respondents' answers were consistent across the scale, 
suggesting that it is measuring aspects of the same construct. The subscale 
Cronbach's Alphas were as follows: Negative Evaluation of Self (0.91), Outward 
Expression (0.76) and Internalised Affect (0.84). These again show good internal 
consistency within each subscale, so respondents' answers are consistent with each 
other for each aspect of shame.
Validity of the SSA
The validity of the SSA was considered in terms of its relation to a measure of 
shame, the TOSCA-A, that has already been validated for use with adolescents. The 
relation between the SS A and measures of other related constructs, such as affect, 
anger and self-esteem was also explored.
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Descriptive statistics and normality of other variables
Descriptive statistics and normality of variables are considered for the other 
questionnaire measures, before presenting correlations with the SSA. The means 
and standard deviation for the TOSCA-A, PANAS-C, RSE and AESC are given in 
Table 5.
Table 5: Means and standards deviation for the TOSCA-A, PANAS-C, RSE and 
AESC variables
Mean SD N
TOSCA-A: Shame 40.54 9.70 307
Guilt 55.03 9.38 318
PANAS-C: Positive Affect 39.55 9.80 320
Negative Affect 29.46 12.31 305
RSE: Self-esteem score 18.71 5.40 319
AESC: Trait Anger 21.59 6.89 329
Anger Expression 11.31 3.97 308
Anger Suppression 9.51 2.96 315
Anger Control 15.00 4.11 317
All the scales showed good internal consistency in this sample. The TOSCA-A 
Shame scale had a Cronbach's alpha of 0.84 and the Guilt scale had an alpha of 0.86. 
The PANAS-C positive affect scale had an alpha of 0.88, while the negative affect 
scale had a Cronbach's alpha of 0.92. The Cronbach's alpha for the RSE was 0.85. 
The AESC had Cronbach's alphas ranging from 0.71 to 0.89 for its four subscales.
Prior to running any further analysis, the variables were examined for normality, in 
the same way that the SSA variables were (see Normality o f the SSA). Those 
variables that were not considered to be normally distributed were the Negative 
Affect subscale of the PANAS-C and the Anger Expression scale of the AESC, as
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both were positively skewed. However, parametric correlations were used, given that 
only one of the variables needs to be normally distributed to use Pearson's 
correlations (Clark-Carter, 1997).
Criterion validity of the SSA
Criterion validity of the SSA was investigated by looking at the relationship between 
the SSA and the Shame scale of the TOSCA-A (see Table 6). A Pearson's product 
moment correlation showed that the total score of the SSA and the Shame scale of 
the TOSCA-A were strongly positively correlated (r=0.54, p<0.001). All three 
sub scales of the SSA were correlated with the Shame scale of the TOSCA-A. The 
Negative Evaluation of Self (r=0.55, p<0.001) and Internalised Affect (r=0.45, 
p<0.001) subscales were more strongly correlated with the Shame scale of the 
TOSCA-A than the Outward Expression sub scale (r=0.24, p<0.001). These 
correlations provide evidence for the validity of the SSA as a measure of shame in 
adolescence as it correlates with an established measure of adolescent shame.
Table 6: Correlations between the TOSCA-A and the SSA
SSA:
Negative 
Evaluation of 
Self
Outward
Expression
Internalised
Affect
Total
score
TOSCA-A: Shame .55** .24** .45** .54**
Guilt .28** -.01 .37** .28**
** Correlation is significant at the 0.001 level.
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Construct validity of the SSA
Concurrent validity
The SSA was validated by considering its relationship to other constructs which are 
theoretically linked and have previously been shown to be related (see Table 7). As 
predicted, the SSA was significantly positively correlated with the negative affect 
scale on the PANAS-C (r=0.68, p<0.001), and showed a negative correlation with 
self-esteem, measured by the RSE (r=-0.56, p<0.001). The SSA was positively 
correlated with the Trait anger (r=0.48, p<0.001), Anger Expression (r=0.36, 
pO.OOl) and Anger Suppression (r=0.25, p<0.001) subscales of the AESC. However, 
the SSA was not correlated with the Anger Control subscale (r=-0.04, p=0.519), 
although the Outward Expression subscale of the SSA was negatively correlated with 
Anger Control (r=-0.23, p<0.001). This pattern of correlations with the different 
subscales of the AESC was broadly in line with the hypotheses, though the Anger 
Control subscale was negatively correlated only with the Outward Expression score 
on the SSA, rather than with the overall SSA score.
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Table 7: Correlations between the PANAS-C, RSE, AESC and the SSA
SSA:
Negative 
Evaluation of 
Self
Outward
Expression
Internalised
Affect
Total
score
PANAS-C: Positive
Affect
-.07 -.01 .06 -.02
Negative
Affect
.64** .48** .52** .68**
RSE: Self-esteem
score
-.58** -.40** -.40** -.56**
AESC: Trait Anger .40** .58** 30** .48**
Anger
Expression
.28** .49** .22** .36**
Anger
Suppression
29** .08 .25** .25**
Anger
Control
.02 -.23** .09 -.04
** Correlation is significant at the 0.001 level.
Divergent validity
As would be expected, the SSA was positively correlated with the Guilt subscale of 
the TOSCA-A(r=0.28, pO.OOl) as, although guilt and shame are two distinct 
constructs, they are conceptually related (see Table 6 for all correlations between 
TOSCA-A and SSA). The Guilt subscale of the TOSCA-Awas also moderately 
correlated with the Negative Evaluation of Self (r=0.28, p<0.001) and Internalised 
Affect (r=0.37, pO.OOl) subscales of the SSA. However, the Guilt sub scale of the 
TOSCA-Awas not correlated with the Outward Expression subscale of the SSA (r=- 
0.01, p=0.91), which suggests that the behavioural consequences of shame and 
external expression of anger measured by this sub scale are not related to feelings of 
guilt. As would be expected, there was no correlation between the SSA and the 
positive affect scale of the PANAS-C (r=-0.02, p=0.753).
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Summary of SSA analyses
The above analyses suggest that the SSA is a valid measure of shame in adolescence, 
which comprises three subscales: Negative Evaluation of Self, Outward Expression 
and Internalised Affect. The factor analysis gave a clear, stable structure, the SSA 
was shown to be internally consistent, and correlations with other measures provide 
strong evidence that the SSA is a valid measure of shame in adolescence. Gender 
differences in shame and the relationship between shame and anxiety are now 
examined using the SSA.
Relationship between shame and anxiety 
Descriptive statistics for the SCAS
Means and standard deviations for the SCAS and its subscales are given in Table 8. 
The mean scores on all subscales of the SCAS were somewhat higher than in 
previous community samples (for example, Mûris et a l, 2002), which may be due to 
the socio-economic status of the participants. The SCAS had good internal 
consistency in this sample, with an overall Cronbach's alpha of 0.94, and alphas for 
the subscales ranging from 0.74 to 0.85, apart from the physical injury subscale 
which gave an alpha of 0.55. These alphas are in line with the internal consistency 
found in previous samples.
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Table 8: Means and standard deviations for the SCAS
Number 
of items
Item
mean
Mean SD N
SCAS: Separation Anxiety 6 0.55 3.31 2.99 285
Social Anxiety 6 1.06 6.37 186 295
OC Anxiety 6 0.89 5.34 4.01 286
Panic/ Agoraphobia 9 0.50 4.47 4.79 286
Physical Injury Anxiety 5 0.69 3.46 2.81 294
Generalised Anxiety 6 1.12 6.72 4.03 296
Total score 38 0.76 28.83 18.14 244
The variables were examined for normality, in the same way that the SSA variables 
were (see Normality o f the SSA). Those variables that were not considered to be 
normally distributed were the Separation Anxiety, OC anxiety, Panic/Agoraphobia 
and Physical Injury Anxiety subscales. However, as stated above, only one variable 
needs to be normally distributed in order to conduct a parametric correlation.
Correlations between the SSA and the SCAS
As predicted, the total SSA score and the social anxiety score on the Spence 
Children's Anxiety Scale (SCAS) were strongly positively correlated (r=0.55, 
pCO.OOl). However, the SSA total score correlated positively with all subscales of the 
SCAS, suggesting that shame is related to anxiety across the spectrum, rather than 
this relation being more specific to social anxiety. The level of the correlations is 
similar across several of the subscales (see Table 9). Notably, the correlations 
between SCAS subscales and the Outward Expression subscale of the SSA are lower 
than those with the other two subscales of the SSA.
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Table 9: Correlations between the SCAS and the SSA**
SSA:
Negative 
Evaluation 
of Self
Outward
Expression
Internalised
Affect
Total score
SCAS: Separation Anxiety .42 .31 .34 .42
Social Anxiety .55 .28 .53 .55
OC Anxiety .39 .26 .38 .41
Panic/Agoraphobia .50 .39 .41 .52
Physical Injury 
Anxiety
.35 .27 .30 .37
Generalised
Anxiety
.58 .33 .52 .59
Total score .58 .37 .53 .61
** All correlations in this table are significant at the 0.001 level.
Gender differences
Means and standard deviations on the SSA, split by gender, are given in Table 10. 
The variables were examined for normality, as before, and the variables were 
considered to be normally distributed for both boys' and girls' scores.
Table 10: Means and standards deviations for the SSA, split by gender
Boys Girls
Mean SD N Mean SD N
SSA: Negative Evaluation 
of Self
9.02 6.53 186 15.22 7.72 144
Outward Expression 4.42 3.31 196 5.85 3.44 156
Internalised Affect 6.38 3.80 193 9.64 3.92 150
Total score 19.50 11.13 173 30.61 13.14 135
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Independent samples t-tests (see Table 11) showed that girls scored significantly 
higher than boys on all sub scales of the SSA as well as on total SSA score. This was 
partially in line with what was predicted, and suggests that girls in the current sample 
reported being significantly more shame-prone than boys. It was predicted that boys 
would score higher on the Outward Expression subscale than girls. However, in this 
sample, girls and boys did not show a significantly different pattern of results on the 
SSA, with girls scoring higher than boys on all sub scales. Nonetheless, it is worth 
noting that the effect size for the difference between means for boys and girls on the 
Outward Expression subscale is lower than for the other SSA variables.
Table 11 : Results of independent samples t-tests to compare differences between 
boys and girls on the SSA
t Degrees of 
freedom
Significance
(P)
Effect size 
(d)
SSA: Negative Evaluation 
of Self
-7.739 279 .000 0.87
Outward Expression -3.950 350 .000 0.42
Internalised Affect -7.764 341 .000 0.84
Total score -7.868 262 .000 0.91
Post-hoc analyses
Post-hoc investigation of the relationship between the TOSCA-A and the SSA was 
carried out. The TOSCA-A showed a similar pattern of gender differences to the 
SSA, as an independent samples t-test showed that girls scored higher than boys for 
Shame (t=-6.718, df=289, p<0.001).
However, an examination of age differences for the SSA and TOSCA-A, using 
Pearson’s Product-moment correlations with age, showed different results for each 
measure. Age was negatively correlated with the Shame sub scale (r=-0.139, p=0.014) 
on the TOSCA-A, suggesting that as age increases, shame scores on the TOSCA-A
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decrease. However, age is not correlated with the total score on the SSA (r=0.060, 
p=0.295), suggesting that as age increases, shame scores on the SSA do not change 
significantly.
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DISCUSSION
In this discussion, the hypotheses of this research are reviewed, and the results are 
considered in relation to the literature. The implications of this research for clinical 
practice are reviewed, and the limitations of the study are acknowledged. Finally, 
areas for further empirical work are explored.
Hypotheses
Hypothesis 1 was supported, as the SSA was shown to have a stable three-factor 
structure, in which all three factors were correlated with each other. Hypotheses 2 
and 3 were supported, as shame-proneness, measured by the SSA, was shown to be 
correlated with negative affect and inversely correlated with self-esteem. Hypothesis 
4 was partially supported, as shame-proneness on the SSA was positively correlated 
with trait anger and anger expression, but was not correlated with anger control, 
rather than negatively correlated as predicted. Hypotheses 5 and 6 were supported, as 
shame-proneness on the SSA was correlated with social anxiety, and was higher for 
girls than for boys. Hypothesis 7 was not supported, as boys did not score higher than 
girls on the Outward Expression scale of the SSA. However, the effect size for the 
difference between the scores was moderate for Outward Expression, rather than 
high as with the other two factors, which suggests that the difference between girls 
and boys scores on this subscale was less pronounced.
Factor structure of the SSA
The recently developed SSA was found to have three stable factors which were 
considered to be a good fit for the data, and which had strong factor loadings. Of the 
original 22 items, 19 items were retained. Factor one, “Negative Evaluation of Self’
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had 10 items which loaded onto it, factor two, “Outward Expression”, contained four 
items, and factor three, “Internalised Affect”, had five items which loaded onto it.
The three-factor structure is consistent with the idea that shame is a multi­
dimensional concept, which can be considered in relation to the thoughts, behaviours 
and feelings associated with the experience. This is in keeping with the cognitive- 
attributional idea that shame consists of a cognitive, a behavioural and an affective 
dimension (Andrews et a l, 2002). The three factors of the SSA will be considered in 
turn, in relation to the theoretical underpinnings of the scale.
Negative Evaluation of Self
This factor was the strongest factor in the SSA, with 10 items which loaded onto it. 
The items that loaded onto this factor were related to negative evaluations of the self, 
either by oneself, or a perceived negative evaluation by others. It is commensurate 
with the cognitive-attributional literature on shame that this should be the dominant 
factor in the measure, as shame is broadly conceptualised as a feeling which is 
triggered by negative attributions about the self as a result of a situation that is 
personally shaming for the individual (Lewis, 1992). What seems to make the feeling 
of shame distinctive to the person experiencing it is that it accompanies these 
negative thoughts about the self.
This factor was labelled “Negative Evaluation of Self’ to capture the essence of its 
meaning, and it included items such as “I thought 'It is better if I was not around'” 
and “I thought 'Other people must think I am nasty'”. This factor, then, includes items 
which relate to both internal and external shame (Gilbert, 1997), as items relate to 
negative evaluations of the self, and assumed negative evaluations by others. This 
inclusion of items which tap into external shame is unusual when compared with 
other shame scales which typically only include items relating to internal shame, 
such as the TOSCA-A (Tangney et a l, 1991) and the ISS (Cook, 1996).
Theoretically, it is important to include items that measure external shame, as there is 
more conceptual agreement about shame involving a concern about appearing
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negatively to others, or believing oneself to appear negatively to others. This external 
shame is more theoretically distinct from low self-esteem, which means that the SSA 
should be a more valid measure of shame. In addition, the concept of external shame 
is particularly relevant in adolescence, when social rank and comparisons with peers 
are especially important.
Outward Expression
The second factor, labelled “Outward Expression” had four items which loaded onto 
it, out of the 19 items. These items related to an outward expression of feeling or 
behaviour which might be prompted by an experience of shame. The items related to 
angry feelings towards another and aggressive or externalising behaviour. Although it 
could appear that these items were more relevant to a measure of anger or 
externalising behaviour, the SSA was able to tap into aggressive behaviour or angry 
feelings associated with shame because of its semi-idiographic nature. In contrast to 
scenario-based measures, where the participant endorses responses in relation to a 
specified situation, the semi-idiographic approach allows individuals to self-define 
shaming situations or experiences, and prompts them to rate pre-defined statements 
in relation to those experiences. The items that loaded onto factor two were therefore 
endorsed by participants who had been asked to rate the item as to how much they 
thought, felt or behaved a certain way at times when they fe lt shame. So, these items 
tapped into aggressive or angry consequences of shame, rather than anger or 
aggression alone.
The inclusion of the items which load onto factor two, and their endorsement by 
participants, fits with H.B. Lewis's conception of'bypassed' shame, leading to 
'humiliated fury'. This idea suggests that an experience of shame might be too painful 
to be experienced, such that the individual quickly 'bypasses' the experience of that 
emotion, which is transformed into another more acceptable emotion. Lewis suggests 
that shame itself might not even be consciously experienced (Scheff, 1987), but a 
particularly hostile, aggressive feeling of anger might take its place. This theory is in
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keeping with empirical evidence that shame is related to anger as a result of 
criticism, which might be expected to prompt shame, rather than just an angry 
temperament (Hejdenberg & Andrews, 2011). The Outward Expression subscale did 
correlated moderately with the other two factors, but this was not as high as the other 
inter-subscale correlations. However, this would be expected if those individual that 
bypass shame are less likely to endorse thoughts and feelings associated with shame.
Internalised Affect
The third factor in the SSA, labelled “Internalised Affect” included five items which 
loaded onto it. These items all related to feelings which were internal, rather than 
expressed outwardly. The items related to feeling embarrassed, horrible inside, sad, 
disappointed or frustrated. Again, as a result of the semi-idiographic nature of the 
SSA, it is possible to be confident that participants associated all these feelings with 
experiences of shame. It is noticeable that the items encompass a range of emotions, 
including 'sad' which might be expected to relate more to a measure of depression. 
The range of words used to describe the feeling of shame suggest that this is a 
difficult feeling to describe; there are not a wide range of words which easily reflect 
the feeling of shame. Item 13, which described having a “horrible feeling inside”, 
captures the idea of shame being an internalised affect, which is an unpleasant 
experience.
The inclusion of items in the SSA which relate to the internal feeling of shame is in 
line with the cognitive-attributional model, which includes the thoughts, feelings and 
behaviour that relate to shame (Andrews et a l, 2002). In fact, all the theoretical 
models of shame give considerable weight to the affective dimension of shame, and 
of course shame itself is an emotion, so it makes sense that the affective dimension 
should have some primacy. Perhaps it is not the biggest factor in the SSA because it 
is harder to put into words than the cognitive dimension which is, by its nature, 
verbal. As shame is considered to be a negative affect, related to feelings of 
embarrassment, sadness and failure to meet standards (Reimer, 1996) or coming too
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close to the embodiment of an 'anti-ideal' (Lindsay-Hartz et a l, 1995), the 
endorsement of the items in this subscale fit with the literature around the affective 
aspect of shame.
The reliability and validity of the SSA
The reliability and validity of the SSA were examined in a large sample of 
adolescents in England. In this sample, the SSA was found to have very good internal 
consistency, suggesting that it was reliably measuring aspects of one construct. In 
order to clarify that it was a reliable measure of shame, rather than some other 
construct, the validity of the SSA was explored in relation to another measure of 
shame in adolescence, the shame scale of the TOSCA-A, as well as measures of 
negative affect, self-esteem and anger.
The SSA was shown to correlate highly with the shame scale of the TOSCA-A, 
which gives support to its validity. The Negative Evaluation of Self and Internalised 
Affect subscales of the SSA also correlate strongly with the shame scale of the 
TOSCA-A, but there is a more moderate correlation between the Outward 
Expression subscale of the SSA and the shame subscale of the TOSCA-A. This 
difference can be explained by the fact that the TOSCA-A shame sub scale does not 
include items which attempt to tap into outward expression of shame, as it seeks to 
measure 'internal' rather than 'external' shame (Gilbert, 1997). Therefore, such a high 
correlation would not be expected.
The SSA was moderately correlated with the Guilt sub scale of the TOSCA-A, which 
also supports the validity of the SSA, as theoretically shame and guilt would be 
expected to correlate, but not too highly, as they are thought to be distinctly separate 
constructs. Guilt is thought to relate to specific, controllable and external events, 
while shame is generally agreed to relate to internal, global, uncontrollable 
attributions in relation to an event (Lewis, 1992; Weiner, 1985). It is also interesting
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to note that the Guilt subscale of the TOSCA-A, whilst it correlated with the 
Negatively Evaluation of Self and Internalised Affect subscales of the SSA, did not 
correlate at all with the Outward Expression subscale of the SSA. This makes sense 
in relation to the theoretical differences between the behavioural consequences of 
guilt and shame. Whilst feeling ashamed might prompt hiding, withdrawal or, by 
bypassing it, anger, feeling guilty has been shown to prompt reparative behaviours 
such as acting to repair the damage done by the behaviour, or apologise for it (H.B. 
Lewis, 1971; M. Lewis, 1992).
Shame has well-established links with depression, self-esteem and anger, so to 
further explore the validity of the SSA, the relationship between SSA scores and 
scores on the negative affect scale of the PANAS-C, the Rosenberg self-esteem scale 
and the AESC were considered. As would be predicted by previous empirical work in 
the literature (Tilghman-Osbourne et a l, 2008; Tangney & Bearing, 2002), there was 
an association between shame and negative affect, and a negative association 
between shame and self-esteem. These correlations were moderate, suggesting that 
these concepts are related, but not the same. In addition, there was a positive 
association between anger expression and shame, which would fit with previous 
research (Tangney et a l, 1996). However, the positive association between trait 
anger and shame might not have been expected, given Hejdenberg and Andrew's 
(2011) finding that shame was related not to angry temperament, but only to anger in 
response to criticism. One theory might be that low self-esteem could be having an 
indirect impact on both shame and trait anger.
Overall, the findings of this study suggest that the SSA is a reliable and valid 
measure of shame in this sample, which is applicable to understanding shame in 
adolescents in a western population. However, as the sample was predominantly 
from a white ethnic background, it is difficult to be confident that the questionnaire is 
applicable to a wider range of ethnicities within western culture, or to other cultures. 
The SSA, due to its semi-idiographic nature, has a better chance of being a valid 
measure of shame in people from a range of ethnic and cultural backgrounds. This is
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because individual can answer on the basis of what they personally find shaming, so 
there are no culture-bound scenarios to restrict people's responding. For the same 
reason, the SSA is also likely to be more applicable to a range of ages and also to be 
equally applicable to boys and girls.
As suggested by Chester (2010), the SSA can produce four scores for each 
individual: one for each subscale and a total score. The subscale scores are 
considered to give a richer and more detailed picture than a simple total score would 
alone; as shame is a multi-dimensional concept, it makes sense to score and record 
all the subscale scores. This synergistic approach (Carver, 1989) to scoring the 
questionnaire has been suggested to be appropriate in relation to shame-measurement 
(Andrews, 1998). This method of scoring allows the SSA to give more than just a 
high or low shame-proneness score for each individual: it also gives a sense of their 
individual experience of shame by looking at the pattern of scores. This richness of 
description also makes the SSA more able to reflect changes sensitively over time.
Relationship between shame and age
The TOSCA-A Shame scores showed an association with age, such that as age of 
participants increased, shame scores decreased. This finding was not replicated by 
the SSA, as there was no association shown between shame scores and age. This 
could suggest that the negative correlation between TOSCA-A Shame and age is an 
artefact of the questionnaire, rather than a real phenomenon. This difference may be 
due to the choice of scenarios for the TOSCA-A, as these may be more likely to be 
experienced as shameful by an 11-year-old than by a 16-year-old. This would need 
further investigation to clarify this discrepancy.
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Gender differences in shame-proneness
In relation to gender differences in shame-proneness, the results give further support 
to the majority of previous empirical work (Gross & Hansen, 2000; Tangney, 1990; 
Ferguson & Crowley, 1997) which has suggested that females are more shame-prone 
than males. In this sample, girls scored higher than boys across all the subscales of 
the SSA as well as the total score, and on the shame sub scale of the TOSCA-A. This 
suggests that girls are either more shame-prone, or more prone to reporting shame 
(Zahn-Waxier & Robinson, 1995).
Although the relationship between the TOSCA-A shame score and gender could be 
due to items being more salient for girls than boys, the lack of scenarios due to the 
semi-idiographic format of the SSA means that this theory, suggested by Ferguson et 
a l (2000), for why girls might score higher, does not hold for this sample. This 
therefore suggests that the higher scores for girls are a valid representation of higher 
shame-proneness in girls, or are related to boys generally disclosing shame less, or 
both. It could be that boys are bypassing shame and experiencing anger instead, but 
the fact that boys did not score higher than girls on the outward expression sub scale 
of the SSA would cast doubt on this theory.
Links between shame and social anxiety
As expected, this study gives evidence to support the theory-based link between 
shame and social anxiety in adolescence. The link between anxiety and shame has 
considerable support from the literature relating to adults (Harder et a l, 1992; 
Lutwak & Ferrari, 1997; Fergus et a l, 2010). However, there is very little published 
evidence of this relationship in adolescence, although Irons and Gilbert (2005) have 
found that social rank concerns, which are conceptually similar to shame, mediate 
the link between insecure attachment and anxiety.
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This study suggests that there is a correlation between shame and anxiety in 
adolescence. However, although there is a considerable conceptual basis for the link 
between shame and social anxiety in particular (see Gilbert, 1998, for a discussion), 
the present study gives no more support to a link between shame and social anxiety 
than to any other kind of anxiety. Correlations of similar magnitudes were found 
between shame and all types of anxiety measured by the Spence Children's Anxiety 
Scale (SCAS; Spence, 1998). It seems likely that the association between shame and 
social anxiety is related to the core idea of negatively evaluating the self (Watson & 
Friend, 1969). Interestingly, it has been suggested that shame leads to rumination, 
which in turn leads to depression (Orth et a l, 2006), but this idea has not been 
related to the link between social anxiety and shame. The link between shame and 
social anxiety could therefore be explored further, to try to uncover the causal 
pathways that lead to shame and social anxiety.
Implications for clinical practice
This study suggests that the SSA has considerable clinical applicability. Unlike other 
measures of shame, the SSA allows the individual completing it to do so with 
reference to experiences that they find personally shaming. This enables the 
questionnaire to measure shame-proneness more accurately, because it allows for 
individual differences in what gives rise to the negative self-attributions that prompt 
shame. This is particularly important in clinical practice, as it could help contribute 
to a therapeutic formulation, and also enables the individual to answer on the basis of 
their own difficult experiences, rather than being limited to the rather generic, 
everyday examples used in scenario-based measures, such as the TOSCA-A.
The fact that the SSA is divided into subscales, as mentioned above, gives scope to 
understand each individual's experience of shame in more detail, rather than just 
giving a high or low score. This would also improve the SSA's applicability as an 
outcome measure in therapy, as even if the overall score did not decrease
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significantly, a change in one of the subscales may be evident and provide useful 
information. In addition, the space given to write down personally shaming 
experiences could help to make these explicit for both the individual and the therapist 
and open up conversation on difficult, shameful topics which may be difficult for the 
individual to mention orally, face-to-face.
Although the participants in this study were predominantly white and British, the 
semi-idiographic nature of the SSA means that it is less culturally bound than other 
measures, so it is expected that the measure would be applicable to people with 
different ethnic and cultural backgrounds. The SSA would enable the study of 
differential responses to events, and elucidate unique shame-inducing experiences for 
different individuals. The broad scope of the SSA across different populations could 
enable the collection of practice-based evidence and further research which could 
contribute to the evidence-base around shame in adolescence.
The evidence from the current study that shame is implicated in a wide range of 
psychopathology in adolescence also suggests that practitioners working with 
adolescents with mental health problems would be well-advised to consider the 
contribution of shame in the formulation of an individual's difficulties. The need to 
consider shame in more detail in the therapeutic context has been brought forward by 
the recent development of Compassionate Mind Training (CMT) for people with 
high shame and self-criticism (Gilbert & Proctor, 2006). The SSA may help 
clinicians to assess the outcomes of adolescents who have been treated using the 
Compassionate Mind model.
Strengths and limitations of the current study
The current study has certain strengths which will be considered below, in addition to 
some limitations which may affect its representativeness and applicability. These are 
considered in relation to measurement issues, and the sample and design of the study.
212 Research Dossier
Measurement issues
The use of the SSA in this study was a strength, as the semi-idiographic format of the 
questionnaire enabled the participants to think about personally shaming situations 
and answer in relation to these. This made the measure more sensitive to diversity, in 
terms of ethnicity, culture and age or developmental stage.
When participants completed the SSA, it could be queried whether they remembered 
to answer in relation to shaming experiences, or whether they knew what would be 
considered shame-inducing as opposed to guilt-inducing. However, although this is 
possible, many of the participants gave examples, which showed that they did have 
shame-inducing experiences in mind. Additionally, there is evidence to suggest that 
children as young as nine years old have an understanding of what shame is, and are 
able to describe it in relation to personal situations (Ferguson et a l, 1991; Berti et a l, 
2000). It seems likely, then, that the adolescents in this sample were able to answer in 
relation to shaming experiences, and remembered to do so.
For this sample it was appropriate to use the PANAS-C (Laurent et a l, 1999) which 
measures positive and negative affect. However, as this measure is not explicitly a 
measure of depression, if further research was undertaken in community and clinical 
samples it would be helpful to compare SSA scores with scores on a depression 
measure for adolescents.
Sample and design
One of the limitations of the sample was the large proportion of white participants, as 
only 7.2% of the sample represented other ethnicities. This does limit the 
representativeness of the sample, so limits the applicability of the results to 
adolescents from other ethnic backgrounds and from other cultures. However, as
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described above, the SSA is more accommodating of individual differences than 
many questionnaire measures, so this will increase the chance of its being applicable. 
Nonetheless, the other questionnaire measures may also be somewhat culturally 
bound.
Despite prior consultation, the design of the study was somewhat flawed in relation 
to the time available to collect data in the schools, and the length of the questionnaire 
packs. In one school, from which many of the participants were recruited, the 30 
minutes which were set aside for participants to read the information sheet, sign the 
consent form and complete all 6 questionnaire measures proved to be too short for 
some participants. This resulted in quite a considerable amount of missing data in the 
dataset, perhaps from lack of time, or lack of inclination due to the length of the 
packs. Nonetheless, 30 minutes was sufficient for a large proportion of participants, 
and it may be that lower literacy skills meant that this time period was insufficient 
for some. Data collection in this particular school showed that at times it is difficult 
to anticipate all eventualities. However, the large sample size was able to ameliorate 
this problem to some degree, as there were sufficient participants for all the analyses 
that were conducted.
In its favour, the sample in the present study included adolescents from a range of 
socio-economic backgrounds. In particular, the participants from one school, from 
which a considerable proportion of the sample was gained, spanned a wide spectrum 
of literacy skills and ability, as mentioned by the teacher at the school who co­
ordinated participation. The wide range of skills and abilities that were sampled 
enable the results to be more representative of the population.
Directions for future empirical work
There are a number of areas for future research that can be proposed as a result of the 
literature review and results of this study. One of the areas which clearly still needs
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further work is to investigate the relationship between shame and social anxiety in 
adolescence. There is very limited prior evidence for links between shame and social 
anxiety across all ages, so further work across the life span would be informative. 
Also, given that this study provides preliminary evidence for a link between shame in 
adolescence and all types of anxiety measured by the SCAS, it would also be worth 
investigating these relationships further.
More generally, an obvious direction for future work would be to use the SSA with a 
clinical population, to provide norms and qualitative information on the situations 
that are recalled as shameful by a clinical population. Further investigation into the 
role of shame in substance use and mental health would also be indicated by this 
study. As shame is clearly implicated in anxiety, depression, low self-esteem and 
anger, it would be informative to look at the relation between shame and drug and 
alcohol use, and between shame and self-injurious behaviours.
In this study the validity of the SSA was considered in relation to the TOSCA-A, and 
the analysis suggested that the SSA was able to measure shame as distinct from guilt. 
However, it would have been useful to have included another measure of guilt in 
adolescence to ensure that the SSA does measure shame independently of guilt. In 
addition, it was not possible to collect data to investigate the test-retest reliability of 
the SSA, so this is an important area for future work. It would also be helpful to 
conduct longitudinal research to provide evidence on the utility of the SSA as an 
outcome measure in research and clinical practice.
The relationship between shame and anger appears to be complex, and would benefit 
from further research, especially as anger and aggression are particularly problematic 
in society, as well as individually, when they are frequently and intensely 
experienced. Understanding the relationship between shame and anger, in particular 
providing support for or refuting the idea of bypassed shame would be helpful in 
therapeutic work with individuals who struggle with anger. Linked to this, it would 
be interesting to look into the relationship between shame and self-soothing
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behaviour, as this might provide a direction for therapeutic endeavour.
There is also a need for further empirical work to investigate gender differences in 
shame. It would be interesting to investigate further the link between shame and 
anger across girls and boys, as well as looking at shame as a developmental issue and 
looking more deeply into the experiences that are felt to be shameful across 
development through adolescence. It would be interesting to look into any qualitative 
differences in shame-inducing experiences across both genders by analysing the 
example responses given on the SSA.
The applicability of the SSA could be extended by a study which provides data to 
explicate the reliability and validity of the SSA cross-culturally, and for ethnic 
minority groups in England. This would also provide further qualitative information 
about what is perceived as shaming across different cultures. It would also be 
interesting to look at links between shame and social anxiety in different ethnic 
groups in this culture, as well as in other cultures.
Conclusion
This study has provided evidence to support the reliability, validity and utility of the 
SSA in future research and clinical practice. Expected associations with low self­
esteem, negative affect, anger and anxiety were evident, and gender differences in 
proneness, reporting and/or experience of shame were indicated. There are many 
promising areas for future research into shame in adolescence in which the SSA 
could be effectively employed.
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APPENDICES
Appendix 1: Search strategy for the literature review
Search term No of results
(Searching: Psyclnfo, MEDLINE, 
British Nursing Index, PsycArticles, 
PsycBooks, Psychology and 
Behavioural Sciences collection)
No of 
relevant 
results 
(totals)
Shame and adolescen* and social anxiety 7
Shame and child* and social anxiety 6
Shame and juvenile and social anxiety 0
Shame and paediat* and social anxiety 0
Shame and young pe* and social anxiety 0
Shame and youth and social anxiety 1
Shame and young and social anxiety 4
Total 18
Shame and adolescen* and social phobia 2
Shame and child* and social phobia 3
Shame and juvenile and social phobia 0
Shame and paediat* and social phobia 0
Shame and young pe* and social phobia 0
Shame and youth and social phobia 0
Shame and young and social phobia 2
Total 7 9
Shame and adolescen* and anxiety 56
Shame and child* and anxiety 87
Shame and juvenile and anxiety 2
Shame and paediat* and anxiety 1
Shame and young pe* and anxiety 6
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Shame and youth and anxiety 8
Shame and young and anxiety 39
Total 199 23
Shame and adolescen* and gender 66
Shame and child* and gender 96
Shame and juvenile and gender 2
Shame and paediat* and gender 1
Shame and young pe* and gender 10
Shame and youth and gender 11
Shame and young and gender 40
Total 226 27
Shame and adolescen* and anger 41
Shame and child* and anger 96
Shame and juvenile and anger 13
Shame and paediat* and anger 0
Shame and young pe* and anger 6
Shame and youth and anger 10
Shame and young and anger 36
Total 202 32
Shame and adolescen* and self-esteem 32
Shame and child* and self-esteem 61
Shame and juvenile and self-esteem 4
Shame and paediat* and self-esteem 2
Shame and young pe* and self-esteem 5
Shame and youth and self-esteem 6
Shame and young and self-esteem 23
Total 133 17
Shame and adolescen* and low mood 0
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Shame and child* and low mood 0
Shame and juvenile and low mood 0
Shame and paediat* and low mood 0
Shame and young pe* and low mood 0
Shame and youth and low mood 0
Shame and young and low mood 1
Total 1
Shame and adolescen* and depress* 74
Shame and child* and depress* 111
Shame and juvenile and depress* 7
Shame and paediat* and depress* 0
Shame and young pe* and depress* 3
Shame and youth and depress* 11
Shame and young and depress* 45
Total 251 29
Grand Total 1017 126
Without duplicates 91
Shame and adolescen* and culture 70
Shame and child* and culture 139
Shame and juvenile and culture 7
Shame and paediat* and culture 0
Shame and young pe* and culture 23
Shame and youth and culture 16
Shame and young and culture 78
Total 333 11
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Appendix 2: Letter in response to ethics application
SURREY
UNIVERSITY OF
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics Faculty of 
Arts and Human SciencesCommittee 
University of Surrey
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Helen Taylor 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
23rd February 2011
Dear Helen
Reference: 576-PSY-11 (with conditions)
Title of Project: Validation of the Shame Scale for Adolescents (SSA) and exploration 
of links between shame and social anxiety
Thank you for your submission of the above proposal.
I am pleased to advise that this proposal has received a favourable ethical opinion from the 
Faculty of Arts and Human Sciences Ethics Committee provided that the following conditions 
are adhered to:
9. This is a well thought through and detailed proposal. However the research protocol 
mentions that adolescents may be recruited for the study through other 
organisations such as Connexions, Scouts etc. The information sheets and consent 
forms submitted have been prepared for recruiting through schools. Should 
recruitment through other organisations be necessary to achieve numbers the 
documents need to be amended appropriately as the questionnaires will no longer 
be completed in a classroom setting. Please ensure that under those circumstances 
participants have access to appropriate support should they become distressed or 
anxious.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix 3: The complete, 22-item SSA
It is comm on for young people to experience feelings of sham e. However, people 
vary in the type of situation that makes them  feel sham e or asham ed. Shame can 
occur when you have done som ething or when som eone else has done som ething  
to you.
Here are som e examples of situations that might make young people feel shame:
•  You are being bullied
•  You make a mistake in front of your whole class and everyone laughs
•  You do badly in a test and you feel like you let yourself or your family down
•  Your family can't afford to  buy you all the newest gadgets or most 
fashionable clothes
•  You are horrible about your best friend behind his/her back
IMPORTANT
Can you think of som e situations that have happened recently where you have felt 
sham e? Please write down a few situations like the examples above.
Now read each item below and circle the box next to how you would generally think 
and feel in situations like the ones you have written down.
EXAMPLE: Thinking back to tim es when you have felt sham e you need to rate how  
much you thought "I am rubbish at everything". ______________________________
1.
2 .
3.
Not at A little Quite a A lot
all bit bit
I thought "I am rubbish at everything"________ 0________ 1________ 2
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Complete the statements below thinking back to the times you have felt shame.
When 1 felt shame...... Not at 
all
A little 
bit
Quite a 
bit
A lot
1 thought "1 have let other people down" 0 1 2 3
1 felt worthless and small 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
no good"
1 thought " l a ma  nasty person" 0 1 2 3
1 wanted to  shout and scream 0 1 2 3
1 felt angry at other people 0 1 2 3
1 wanted to  seek revenge 0 1 2 3
1 thought "No one likes me" 0 1 2 3
1 felt disappointed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
stupid"
1 wanted to punch walls or break things 0 1 2 3
1 felt sad 0 1 2 3
1 had a horrible feeling inside 0 1 2 3
1 thought "1 am no good" 0 1 2 3
1 wanted to hurt myself 0 1 2 3
1 felt embarrassed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
nasty"
1 thought "1 am stupid" 0 1 2 3
1 wanted to hurt som eone else 0 1 2 3
1 felt frustrated 0 1 2 3
1 wanted to destroy other people's 0 1 2 3
belongings
1 thought "It is better if 1 was not around" 0 1 2 3
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Appendix 4: Information sheet and consent form for parents
#  UNIVERSITY OF
IS  SURREY
A study measuring emotions in adolescence
Dear Parent,
Your child is being asked to take part in a research study based at their school. This 
letter is to explain the research. P lease take time to read the following information 
carefully and discuss it with others if you wish. If you do not want your child to take
part, p lease return this form to your child’s  teacher b y .......................... P lease  feel free
to contact me or my supervisor/s if you would like any more information.
Who am I?
My nam e is Helen and I am a trainee Clinical Psychologist studying at the University 
of Surrey. As part of my 3 year training I am required to carry out a p iece of 
research.
What is the study about?
The aim of this study is to research a new questionnaire that m easures sham e in 11- 
16 year olds. Everyone feels sham e but there is a limited amount of research in this 
area, especially with regard to young people. This research will help us to check that 
the new questionnaire is working ok, to understand more about young people's 
experience of sham e, and look at the relationship between sham e and anxiety.
Why am I researching this?
It is difficult to m easure sham e in young people and w e’d like to check that w e can 
do this effectively with the new questionnaire. This study will help me to look at 
different feelings and emotions in young people and se e  if there are differences 
between girls and boys.
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What will your child be asked to do?
If you agree to your child taking part, they will be asked to fill in 6 questionnaires, 
which may take up to around 30 minutes. This will take place during a 
PSHE/citizenship class. The researcher will be in the room if any assistance is 
needed and it is expected that class teachers will also be available during and/or 
after the study. It is important for you to know that this study could not find out if a 
child has anxiety or other difficulties and the questionnaires are not aimed to do so. 
In the unlikely event that your child appears particularly worried or anxious over the 
course of the study I would discuss this with his/her teacher. Again, the 
questionnaires cannot tell us if your child is anxious.
Does your child have to take part?
It is up to you and your child to decide whether or not they take part in this research. 
If you are not happy for your child to take part, p lease complete and return the 
attached form to your child’s  teacher. If you are happy for your child to take part and 
if they are happy to, they will sign an assen t form before the study indicating that 
they want to take part. You and/or your child are still free to withdraw from the study, 
without giving a reason, even after signing the assen t form.
What happens after?
All children will be debriefed after completing the questionnaires, telling them about 
the research and what will happen with the data. Class teachers will be available to 
m ake sure your child is ok should there be any concerns.
What will happen to the results?
All the information I collect about your child will be kept strictly confidential. 
Completed questionnaires will be assigned an individual identification number. The 
child’s  date of birth and se x  will be requested on the questionnaire to help us to 
exam ine possible age  and gender differences.
The results will be written up into a report as part of my training and I will provide 
feedback of the results to the school. Eventually I hope to write up the research and
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publish it a s part of my Clinical Doctorate course. I may in the future also present my 
results at meetings. Your child will not be identifiable in any of th ese  results or 
presentations.
Contact for Further Information
If you have any questions you can contact me by email or at the address below or 
alternatively leave a m essage with the school and I will respond when I am able to.
Helen Taylor 
University of Surrey 
Guildford 
GU27XH
h.m.tavlor@surrev.ac.uk
Ms Mary John (Supervisor) Dr Laura Simonds
University of Surrey
Guildford
GU27XH
m.iohn@surrev.ac.uk 
01483 689267
(Supervisor) 
University of Surrey 
Guildford 
GU27XH 
I.simonds 
@surrev. ac.uk 
01483 686936
Thank you for taking the time to read this
REMEMBER, IF YOU DO NOT WANT YOUR CHILD TO TAKE PART, 
PLEASE COMPLETE AND RETURN THE ATTACHED FORM
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Appendix 5: Pack of materials for students participating in the study
UNIVERSITY OF
A study measuring emotions in adolescence
You are being asked to take part in a research study at your school. This sh eet is to 
explain the research. If you need any help to read it p lease ask your teacher or 
parent.
Who am I?
My nam e is Helen. I am a trainee Clinical Psychologist from the University of 
Surrey.
I have asked your school to ask young people to help me with research I am doing
What is the study about?
The aim of this study is to research a new questionnaire
Why am I researching this?
It is difficult to m easure sham e in young people and w e’d like to check that we can 
do this effectively with the new questionnaire. This study will help me to look at 
different feelings and emotions in young people and se e  if there are differences 
betw een girls and boys.
that m easures sham e in 11-16 year olds. Everyone feels  
sham e but there is a limited amount of research in this 
area, especially with regard to young people. This 
research will help us to check that the new questionnaire 
is working ok, to understand more about young people's 
experience of sham e, and look at the relationship between  
sham e and anxiety.
240 Research Dossier
What will I be asked to do?
If you agree to take part I will ask you to fill in 6  
questionnaires. Different people will give a range of different 
answers to these questions and this is normal. This might 
take up to 30 minutes. You will do this in a group in your 
classroom  and I will be here too if you need any help.
Do I have to take part?
It is up to you and your parent/guardian to decide whether or not you take part. If 
your parent/guardian agrees, I will also ask you to sign a form if you agree to take 
part. Even if your parent/guardian says you can take part, you still don’t have to if 
you don’t want to.
If you decide that you would like to take part in this study, this d oes not mean that 
you cannot change your mind. You will not need to tell the researcher why you have 
changed your mind; you can just pull out if you wish (in this ca se  p lease cross 
through any answers you have already given and make a note on the sh eet that you 
wish to withdraw from the study). If you feel that you need to talk to som eon e after 
you have taken part in this study then please speak to your form tutor or school 
counsellor.
What happens after?
After filling in all of the questionnaires I will collect and keep  
them to study with all of the other questionnaires. If you are 
worried or have any questions after the study you can speak  
to me or your teacher.
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What will happen to the results?
All the information I collect will only be seen  by 
me. The questionnaires you fill in will be given a 
number so  no-one will know which are the 
answ ers you gave. The only information I will ask  
about you is your age, ethnicity and if you are a 
boy or girl.
The results will be written up into a report and I will give a copy to your school at the 
end of my research. If the new questionnaire about sham e is good at measuring 
sham e, then it might be published in a scientific journal. However, nobody will know 
who took part in this research, and your name or school will not be on any of the 
information that is published or available to others.
Contact Information:
If you or your parent/guardian have any questions you can contact me or leave a 
m essa g e  with the school.
Helen Taylor 
University of Surrey 
Guildford 
GU27XH
h.m.tavlor@surrev.ac.uk
Supervised by Ms Mary John 
& Dr Laura Simonds 
m.iohn@surrevac.uk & 
l.simonds@surrevac.uk
Thank you for reading this!
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UNIVERSITY OF
Consent Form -  Young person
I a g r e e  to take part in this study that m easuring different em o tio n s in young  
p eop le .
• I h a v e  read and understood  the Information S h e e t  provided. I h a v e  
b e e n  g iven  a  full explanation  of the study and I understand  w hat I 
n e e d  to do.
• I understand that the project will not contain any inform ation that will 
reveal my n am e or the nam e of my sch oo l.
• I understand that the only p eo p le  that will h a v e  a c c e s s  to the  
information co llected  during this study will b e  H elen  Taylor an d  her  
su p erv isors at the University of Surrey. I understand  that the  
questionn aire might b e c o m e  a  published  p ie c e  o f work. If this 
h a p p en s, nobody will know the n a m es of the p eo p le  that took  part in 
th e  study.
• I understand that the project (and material relating to it) is kept in 
secu re ly  locked  prem ises.
• I understand that I can  c h a n g e  my mind at any tim e and d e c id e  that I 
do not w ant to take part any m ore. I will not n e e d  to s a y  w h y I h a v e  
ch a n g e d  my mind.
• I confirm that I h a v e  read and understood the a b o v e  and  freely  a g r e e  
to take part in this study.
Name:
Signed:
Date:
Name of researcher:
Signed:
Date:
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INSTRUCTIONS
Please read all of the information at the start of each questionnaire. Even if you are 
not sure of an answer, please pick one. There are no right or wrong answers; you 
just have to  pick the answers that describe you best. Please answer all of the  
questions.
Thank you for taking part in this study.
Age : ............
Gender : (please tick one box)
Male □
Female □
Ethnicity :
(Please tick one box)
White British □
White Irish I I
Mixed - White and Black Caribbean □
Mixed - White and Black African □
Mixed - White and Asian Q
Asian or Asian British -  Indian □
Asian or Asian British -  Pakistani □
Asian or Asian British -  Bangladeshi Q
Black or Black British -  Caribbean I I
Black or Black British -  African □
Chinese □
Any other, p lease specify:
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QUESTIONNAIRE 1
Below are descriptions of a variety of situations. After each situation you will see two 
statements about different ways that people might think or feel. As you read each 
statement, really imagine that you are in that situation now. Please indicate which box (with 
a tick) describes how likely it is that the statement would be true for you.
EXAMPLE:
You wake up early one morning on a school day.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would eat breakfast right away. Z
1 would feel like staying in bed. Z
Now look at the situations below and mark with a tick how true each statement is for 
you:
10. You trip in the cafeteria and spill your friend's drink.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would be thinking that everyone 
is watching me and laughing.
1 would feel very sorry. 1 should 
have watched where 1 was going.
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11. For several days you put off talking to a teacher about a missed assignment. At the 
last minute you talk to the teacher about it, and all goes well.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would regret that 1 put it off.
1 would feel like a coward.
12. While playing around, you throw a ball and it hits your friend in the face.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel stupid that 1 can't 
even throw a ball.
1 would apologise and make sure 
my friend feels better.
13. You and a group of classmates worked very hard on a project. Your teacher singles 
you out for a better grade than anyone else.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel alone and apart from 
my classmates.
1 would tell the teacher that 
everyone should get the same 
grade.
14. You break something at a friend's house and then hide it.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would think 'This is making me 
anxious. 1 need to either fix it or 
replace it.'
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1 would avoid seeing that friend 
for a while.
15. At school, you wait until the last minute to plan a project, and it turns out badly.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel useless and 
incompetent.
1 would feel that 1 deserve a bad 
grade.
16. You wake up one morning and remember it's your mother's birthday. You forgot to 
get her something.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would think "After everything 
she has done for me, how could 1 
forget her birthday?"
1 would feel irresponsible and 
thoughtless.
17. You walk out of a test thinking you did extremely well. Then you find out you did 
poorly.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel that 1 should have 
done better. 1 should have studied 
more.
1 would feel stupid.
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18. You make a mistake at school and find out a classm ate is blamed for the error.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would keep quiet and avoid the 
classmate.
1 would feel unhappy and eager to 
correct the situation.
19. You were talking in class, and your friend got blamed. You go to the teacher and tell 
him the truth.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel like 1 always get 
people in trouble.
1 would think "I'm the one who 
should get into trouble. 1 
shouldn't have been talking in the 
first place."
20. You and a friend are talking in class, and you get in trouble.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would think "1 should know 
better. 1 deserve to get into 
trouble."
1 would feel like everyone in the 
class was looking at me and they 
were about to laugh.
21. You make plans to meet a friend. Later you realise you stood your friend up.
Not at Unlikely Maybe Likely Very
all (half likely
likely and
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half)
1 would think "I'm inconsiderate."
1 would try to make it up to my 
friend as soon as possible.
22. You volunteer to help raise money for a good cause. Later you want to quit, but you 
know your help is important.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel selfish, and I'd think 1 
am basically lazy.
1 would think "1 should be more 
concerned about doing whatever 1 
can to help."
23. Your report isn't as good as you wanted. You show it to your parents when you get 
home.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
Now that 1 got a bad report, 1 
would feel worthless.
1 would think "1 should listen to 
everything the teacher says and 
study harder."
24. You have recently moved to a new school, and everyone has been helpful. A few  
times you had to ask some big favours, but you returned the favours as soon as you 
could.
Not at 
all 
likely
Unlikely Maybe
(half
and
half)
Likely Very
likely
1 would feel like a failure.
1 would be especially nice to the 
people who had helped me.
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QUESTIONNAIRE 2
It is com m on for young people to experience feelings of sham e. However, people 
vary in the type of situation that makes them  feel sham e or ashamed. Shame can 
occur w hen you have done som ething or when som eone else has done something 
to  you.
Here are som e examples of situations that might make young people feel shame:
•  You are being bullied
•  You make a mistake in front of your whole class and everyone laughs
•  You do badly in a test and you feel like you let yourself or your family down
• Your family can't afford to buy you all the newest gadgets or most 
fashionable clothes
•  You are horrible about your best friend behind his/her back
IMPORTANT
Can you think of som e situations that have happened recently where you have felt 
sham e? Please write down a few  situations like the examples above.
Now read each item below and circle the box next to how you would generally think 
and feel in situations like the ones you have written down.
EXAMPLE: Thinking back to tim es when you have felt sham e you need to rate how  
much you thought "I am rubbish at everything".___________________________
1.
2 .
3.
Not at A little Quite a A lot
all bit bit
I thought "I am rubbish at everything"________ 0________ 1________ 2
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Complete the statem ents below  thinking back to the tim es you have felt sham e.
W hen 1 felt sham e....... Not at 
all
A little 
bit
Quite a 
bit
A lot
1 thought "1 have let other people down" 0 1 2 3
1 felt worthless and small 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
no good"
1 thought "1 am a nasty person" 0 1 2 3
1 wanted to  shout and scream 0 1 2 3
1 felt angry at other people 0 1 2 3
1 wanted to seek revenge 0 1 2 3
1 thought "No one likes me" 0 1 2 3
1 felt disappointed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
stupid"
1 wanted to  punch walls or break things 0 1 2 3
1 felt sad 0 1 2 3
1 had a horrible feeling inside 0 1 2 3
1 thought "1 am no good" 0 1 2 3
1 wanted to hurt myself 0 1 2 3
1 felt embarrassed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
nasty"
1 thought "1 am stupid" 0 1 2 3
1 wanted to hurt som eone else 0 1 2 3
1 felt frustrated 0 1 2 3
1 wanted to  destroy other people's 0 1 2 3
belongings
1 thought "It is better if 1 was not around" 0 1 2 3
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QUESTIONNAIRE 3
This scale consists of a number of words that describe different feeling and 
em otions. Read each item and then circle the appropriate answer next to  that word. 
Indicate how much you have felt this way during the past few  w eeks.
Feeling or em otion Not 
much or 
not at 
all
A little Som e Quite a 
bit
A lot
Interested 1 2 3 4 5
Sad 1 2 3 4 5
Frightened 1 2 3 4 5
Excited 1 2 3 4 5
Ashamed 1 2 3 4 5
Upset 1 2 3 4 5
Happy 1 2 3 4 5
Strong 1 2 3 4 5
Nervous 1 2 3 4 5
Guilty 1 2 3 4 5
Energetic 1 2 3 4 5
Scared 1 2 3 4 5
Calm 1 2 3 4 5
Miserable 1 2 3 4 5
Jittery 1 2 3 4 5
Cheerful 1 2 3 4 5
Active 1 2 3 4 5
Proud 1 2 3 4 5
Afraid 1 2 3 4 5
Joyful 1 2 3 4 5
Lonely 1 2 3 4 5
Mad 1 2 3 4 5
Disgusted 1 2 3 4 5
Delighted 1 2 3 4 5
Blue 1 2 3 4 5
Gloomy 1 2 3 4 5
Lively 1 2 3 4 5
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QUESTIONNAIRE 4
Below is a list of statem ents dealing with your general feelings about yourself. If you 
strongly agree tick the Strongly Agree box. If you agree with the statem ent, tick 
Agree. If you disagree, tick Disagree. If you strongly disagree, tick Strongly Disagree.
Strongly
Agree
Agree Disagree Strongly
Disagree
1 feel that 1 am a person of worth, 
at least on an equal plane with 
others.
1 feel that 1 have a number of good 
qualities.
All in all, 1 am inclined to feel that 1 
am a failure.
1 am able to  do things as well as 
most other people.
1 feel 1 do not have much to be 
proud of.
1 take a positive attitude toward 
myself.
On the whole, 1 am satisfied with 
myself.
1 wish 1 could have more respect 
for myself.
1 certainly feel useless at times.
At tim es 1 think 1 am no good at 
all.
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QUESTIONNAIRE 5
Everyone feels angry from tim e to time, but people differ in how they act when they  
are angry. Below are som e statem ents that people might use to describe them selves  
and how they act when they feel angry. Read each statem ent and describe how  
often the statem ent applies to you when you feel angry. You should circle the  
number in the box that you think is true for you.
Almost
never
Som e­
tim es
Often Almost
always
1 feel angry. 1 2 3 4
1 feel like yelling at som eone. 1 2 3 4
1 get very impatient if 1 have to wait for 
som ething.
1 2 3 4
1 lose my tem per easily. 1 2 3 4
1 feel like breaking things. 1 2 3 4
1 feel grouchy or irritable. 1 2 3 4
1 get in a bad m ood when things don't 
go my way.
1 2 3 4
1 have a bad temper. 1 2 3 4
1 get very angry if my parent or teacher 
criticises me.
1 2 3 4
1 get in a bad m ood easily. 1 2 3 4
1 slam doors or stom p my feet. 1 2 3 4
1 keep it to  myself. 1 2 3 4
1 control my temper. 1 2 3 4
1 let everybody know it. 2 3 4
1 try to be patient. 1 2 3 4
1 argue or fight back. 1 2 3 4
1 keep my cool. 1 2 3 4
1 hit things or people. 1 2 3 4
1 feel it inside, but 1 don't show it. 1 2 3 4
1 stay well behaved. 1 2 3 4
1 say mean or nasty things. 1 2 3 4
1 stay mad at people but keep it a secret. 1 2 3 4
1 try to  stay calm and settle the problem. 1 2 3 4
1 have a tem per tantrum. 1 2 3 4
1 hold my anger in. 1 2 3 4
1 try to  control my anger feelings. 1 2 3 4
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QUESTIONNAIRE 6
PLEASE PUT A TICK IN ONE OF THE BOXES TO SHOW HOW OFTEN EACH OF THESE 
THINGS HAPPEN TO YOU. THERE ARE NO RIGHT OR WRONG ANSWERS.
Never Sometimes Often Always
1.1 worry about things
2.1 am scared of the dark
3. When 1 have a problem, 1 get a funny 
feeling in my stomach
4.1 feel afraid
5.1 would feel afraid of being on my own 
at home
6.1 feel scared when 1 have to take a test
7.1 feel afraid if 1 have to use public 
toilets or bathrooms
8.1 worry about being away from my 
parents
9.1 feel afraid that 1 will make a fool of 
myself in front of people
10.1 worry that 1 will do badly at my 
school work
11.1 am popular amongst other kids my 
own age
12.1 worry that something awful will 
happen to someone in my family
13.1 suddenly feel as if 1 can't breathe 
when there is no reason for this
14.1 have to keep checking that 1 have 
done things right (like the switch is off, or 
the door is locked)
255 Research Dossier
Never Sometimes Often Always
15.1 feel scared if 1 have to sleep on my 
own
16.1 have trouble going to school in the 
mornings because 1 feel nervous or afraid
17.1 am good at sports
18.1 am scared of dogs
19.1 can't seem to get bad or silly 
thoughts out of my head
20. When 1 have a problem, my heart 
beats really fast
21.1 suddenly start to tremble or shake 
when there is no reason for this
22.1 worry that something bad will 
happen to me
23.1 am scared of going to the doctors or 
dentists
24. When 1 have a problem, 1 feel shaky
25.1 am scared of being in high places or 
lifts (elevators)
26.1 am a good person
27.1 have to think of special thoughts to 
stop bad things from happening (like 
numbers or words)
28 1 feel scared if 1 have to travel in the 
car, or on a bus or a train
29.1 worry what other people think of me
30.1 am afraid of being in crowded places 
(like shopping centres, the movies, buses, 
busy playgrounds)
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Never Sometimes Often Always
31.1 feel happy
32. All of a sudden 1 feel really scared for 
no reason at all
33.1 am scared of insects or spiders
34.1 suddenly become dizzy or faint when 
there is no reason for this
35.1 feel afraid if 1 have to talk in front of 
my class
36. My heart suddenly starts to beat too 
quickly for no reason
37.1 worry that 1 will suddenly get a 
scared feeling when there is nothing to be 
afraid of
38.1 like myself
39.1 am afraid of being in small closed 
places, like tunnels or small rooms.
40.1 have to do some things over and 
over again (like washing my hands, 
cleaning or putting things in a certain 
order)
41.1 get bothered by bad or silly thoughts 
or pictures in my mind
42.1 have to do some things in just the 
right way to stop bad things happening
43.1 am proud of my school work
44.1 would feel scared if 1 had to stay 
away from home overnight
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Is there something else that you are really afraid of? Yes No
Please write down what it s...................................................................................
How often are you afraid of this thing? Never Sometimes Often Always
© 1994 Susan H. Spence
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Appendix 6: Scree plot for factor analysis of SSA
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Appendix 7: The final, 19-item version of the SSA
It is com m on for young people to experience feelings of sham e. However, people 
vary in the type of situation that makes them  feel sham e or ashamed. Shame can 
occur w hen you have done som ething or when som eone else has done som ething  
to  you.
Here are som e examples of situations that might make young people feel shame:
•  You are being bullied
•  You make a mistake in front of your w hole class and everyone laughs
•  You do badly in a test and you feel like you let yourself or your family down
• Your family can't afford to buy you all the newest gadgets or most 
fashionable clothes
» You are horrible about your best friend behind his/her back
IMPORTANT
Can you think of som e situations that have happened recently where you have felt 
sham e? Please write down a few  situations like the examples above.
Now read each item below and circle the box next to how you would generally think 
and feel in situations like the ones you have written down.
EXAMPLE: Thinking back to  tim es when you have felt sham e you need to rate how  
much you thought "I am rubbish at everything".____________________________
1.
2 .
3.
Not at A little Quite a A lot
all bit bit
I thought "I am rubbish at everything"________ 0________ 1________ 2
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Complete the statem ents below  thinking back to  the tim es you have felt sham e.
W hen 1 felt sham e....... Not at A little Quite a A lot
all bit bit
1 thought "1 have let other people down" 0 1 2 3
1 felt worthless and small 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
no good"
1 thought "1 am a nasty person" 0 1 2 3
1 wanted to shout and scream 0 1 2 3
1 felt angry at other people 0 1 2 3
1 wanted to seek revenge 0 1 2 3
1 thought "No one likes me" 0 1 2 3
1 felt disappointed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
stupid"
1 wanted to punch walls or break things 0 1 2 3
1 felt sad 0 1 2 3
1 had a horrible feeling inside 0 1 2 3
1 thought "1 am no good" 0 1 2 3
1 felt embarrassed 0 1 2 3
1 thought "Other people must think 1 am 0 1 2 3
nasty"
1 thought "1 am stupid" 0 1 2 3
1 felt frustrated 0 1 2 3
1 thought "It is better if 1 was not around" 0 1 2 3
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Research Log
Formulating and testing hypotheses and research questions Z
Carrying out a structured literature search using information technology and 
literature search tools
Z
Critically reviewing relevant literature and evaluating research methods Z
Formulating specific research questions Z
Writing brief research proposals Z
Writing detailed research proposals/protocols Z
Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Z
Obtaining approval from a research ethics committee Z
Obtaining appropriate supervision for research Z
Obtaining appropriate collaboration for research Z
Collecting data from research participants Z
Choosing appropriate design for research questions Z
Writing patient information and consent forms Z
Devising and administering questionnaires Z
Negotiating access to study participants in applied NHS settings
Setting up a data file Z
Conducting statistical data analysis using SPSS Z
Choosing appropriate statistical analyses Z
Preparing quantitative data for analysis Z
Choosing appropriate quantitative data analysis Z
Summarising results in figures and tables Z
Conducting semi-structured interviews Z
Transcribing and analysing interview data using qualitative methods Z
Choosing appropriate qualitative analyses Z
Interpreting results from quantitative and qualitative data analysis Z
Presenting research findings in a variety of contexts Z
Producing a written report on a research project Z
Defending own research decisions and analyses Z
Submitting research reports for publication in peer-reviewed journals or edited book
Applying research findings to clinical practice z
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Research Dossier
There has been much debate about the relationship people have had with art over 
time and across cultures. Traditionally, researchers seeking to understand people’s 
responses to art have constructed laboratory experiments to gauge the reactions of 
participants to artistic stimuli. A qualitative approach would provide a richer account 
of individuals’ experiences. Each of the five researchers in the group recruited and 
interviewed one participant from their own social group. This sample of five 
participants consisted of four females and one male, all of whom were White and 
British. The age range was 26-43 years. The semi-structured interviews lasted 20 to 
30 minutes and were digitally recorded, and later transcribed verbatim.
The process of analysis followed the recommendations of Smith and Osborn (2008), 
with modifications to allow for the research to be carried out by a group: the group of 
researchers analysed one transcript together, then analysed the transcript of their own 
participant separately. The group then produced superordinate themes together. 
Themes identified included the arts: being used as an emotional resource; as having 
meaning for the self; providing a connection to others; and broadening horizons. The 
credibility of the analysis, the strengths and limitations of using a qualitative 
approach, and the effect of the process of carrying out the project on the researchers 
are reflected on.
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